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PARALYSIS FOLLOWING ANTI-RABIC TREATMENT 
WITH CASE REPORT 


BY WILLIAM B. BREED, M.D.* 


ARALYTIC accidents during the course of 

vaccination against rabies, although fortu- 
nately infrequent, are well recognized and the 
possibility of such occurrences should be borne 
in mind when such vaccination is advised or is in 
progress. In spite of the fact that human rabies 
is always fatal, the Pasteur treatment should 
not be undertaken lightly nor advocated pro- 
miscuously. Moreover—and this is highlv im- 
portant—there are certain precautions that may 
be taken against such accidents during treat- 
ment. 

In 1927, P. Remlinger, Director of the Pas- 
teur Institute. Moroceo (Tangier), reported on 
aeeidents following anti-rabie vaccination in 
Pasteur Institutes all over the world. Material 
collected since 1905, comments and advice re- 
lating to these paralytic phenomena are to be 
found in his monographie report to the Inter- 
national Rabies Conference organized by the 
Health Organization of the League of Nations.* 

Remlinger states that it is important, in the 
first place, to include among the accidents of 
anti-rabies treatment neither the paralytic forms 
of rabies due to street virus, nor rabies caused 
by fixed rabbit virus, both of which may occur 
and develop during or after treatment; nor 
other neuropathic phenomena due to organic 
diseases like arteriosclerosis and syphilis. The 
term ‘‘paralytice accidents of Pasteur treatment’’ 
should be reserved for those paralytic symp- 
toms, generally mild in type, resulting from the 
action on the spinal cord or peripheral! nerves 
of a still undetermined substance contained in 
the emulsions employed in vaccination, execlud- 
ing altogether rabies virus itself. It is not al- 
ways easy, however, to exclude some of the other 
causes, as Remlinger points out. 

In the main there are three distinet tvpes of 
nerve disturbances encountered: (1) the 
Landry’s ascending type of paralysis, (2) a sub- 
acute form, corresponding to the dorsolumbar 
myelitis type. and (3) mild neuritic forms, most 
commonly affecting only the facial muscles. 

The following case report well illustrates the 
Landry type: 

Mrs. M. C., a 34-year-old American housewife, ar- 


rived in Boston by automobile on the fourteenth day 
of Pasteur treatment, having driven herself from 


*Breed—Associate Physician, Massachusetts General Hospital. 
Yor record and address of author see “This Week’s Issue,” 
page 189. 





Pennsylvania during the preceding week, while tak- 
ing daily injections (modification of the Semple 
Method with carbolized dead cord). The night be- 
fore she was seen she complained of feeling chilly 
and weak, but insisted upon driving to town in the 
morning. During the trip she was obliged to give 
up driving because of distinct malaise, “goose flesh” 
over the lower part of her body, and headache. The 
thirteenth injection caused a definitely greater local 
reaction than had the others. When seen her tem- 
perature was 100.5 degrees Fahrenheit, pulse 90 and 
respirations 20 to the minute. She was flushed and 
restless. There was no evidence of acute infection 
in the nose, throat, sinuses or lungs. The lymph 
glands were not enlarged and the thyroid was nor- 
mal. The tongue was coated. The heart was not 
enlarged, the rhythm and sounds were normal, and 
no murmurs were heard. The blood pressure was 
120/80. The abdomen was soft; there was no mass, 
spasm or tenderness. No organs except the right 
kidney were palpable. The neck and Kernig signs 
were absent. Patella and ankle reflexes were pres- 
ent and normal. A diagnosis of acute infection of 
undiscovered location was made and she was advised 
to remain in bed and take treatment appropriate for 
such a condition. The fourteenth injection was ad- 
ministered that day (see later comment). The fol- 
lowing day a note was made as follows: “She still 
has fever of 101 degrees Fahrenheit, some headache 
and malaise. She complains also of weakness and 
numbness in both legs, as well as some difficulty in 
emptying her bladder. I cannot make a diagnosis of 
poliomyelitis or structural spinal disease. Signs and 
reflexes are normal. Strength in legs is normal. Hot 
bath relieved the bladder situation.” An associate 
saw her in the afternoon and thought also that she 
was probably suffering from an acute infection. 

Next day (the fifteenth from beginning of treat- 
ment) she had not emptied her bladder since the 
night before. During the night she walked to and 
from the bathroom, but at 5 A. M. her legs gave way 
as she was approaching the bed, and she fell to the 
floor, later being unable to get into bed because of 
leg paralysis. Her temperature was then 102 de- 
grees Fahrenheit and pulse 105. Urine was drawn by 
catheter. She complained of severe headache, weak- 
ness and drowsiness. Her hands were numb and 
prickly, and she could move only her toes. Exam- 
ination revealed diplopia, ptosis of both eyelids, and 
paresthesia of face, knees and lower legs. There was 
some weakness in the hand grasps. There was no 
definite change in the reflexes. The sites of the thir- 
teenth and fourteenth injections showed severe local 
reactions and were painful. 

The next day in the hospital a lumbar puncture 
produced great relief from headache, but the lethargy 
and diplopia increased, and by that time all lower re- 
flexes had disappeared. She could not move her 
toes; her hands, arms and face were numb. Cathet- 
erization and enemas were necessary. The fever 
persisted, but her respiration and heart action con- 
tinued good. She had some difficulty in swallowing 
anything but liquids. A second lumbar puncture was 
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done two days later with again much relief of head- 
ache, though paralysis, diplopia, ptosis and lethargy 
persisted. 

Seven days from the onset, the fever subsided, the 
diplopia disappeared, and the condition of her face 
and arms improved. During the next two weeks the 
symptoms disappeared in the reverse order of their 
appearance, that is, from above downward. The re- 
flexes reappeared and then became hyperactive. Five 
weeks from the onset of symptoms, she showed only 
slight weakness in the lower left leg, associated 
with numbness in that area. Her convalescence was 
complicated by pyelitis on the right, and a year later 
there was still some sphincter disturbance asso- 
ciated with persistent urinary infection. 


It is to be noted that in this case the sensory 
symptoms were almost as prominent as those of 
paralysis. The severe backache of the trans- 
verse myelitis was absent. The pathology here 
is probably diffuse myelitis. 

Three interesting and perhaps relevant facts 
appear in this patient’s past history. (1) One 
year prior to her illness she had an attack of 
herpes zoster in the cervical region. (2) Fol- 
lowing the herpes she had been placed on a low 
ealorie diet for reduction in weight. (3) One 
month before beginning anti-rabic treatment, 
she finished a course of ‘‘mixed catarrhal’’ vac- 
cination for colds. Thus we find a patient pos- 
sibly depleted by under-nutrition having had a 
sensory ganglion disease, and only recently hav- 
ing submitted to another course of vaecination— 
all factors which may have made her more than 
normally susceptible to neurotoxins. 

The important laboratory findings other than 
urinalyses which always showed pus, follow: 


(1) Lumbar Puncture November 15, 1928 (Dr. Henry 
R. Viets). 


The fluid was clear and colorless. 











Initial pressure 220 
Under jugular compression ............ 360 
After withdrawing 5 c.c 160 
f 5 10 cc ... 110 
“f re 15 ce 100 
There were 36 w.b.c. made up as follows: 
Smal] Lymphocytes ice. cccccsssssssssssssvssecseseee 14 
Large LYMPNOCHEES  q.cccrscssccscsssssssseeeeesees 19 
Plasma cells 2 
POLYMOTPHONUCIEALS  eecesssscssssssccssssrsveeeeee 1 
In addition, there were 12 r.b.c., some of them 
crenated. 


Total protein, 53 mgms. per 100 c.c. 
Sugar, 70 mgms. per 100 c.c. 
Chlorides, 812 mgms. per 100 c.c. 
Gold sol 1122221100 

Wassermann negative 


Lumbar Puncture November 17, 1928 (Dr. Henry 
R. Viets) 


The fluid was clear and colorless. 





Initial pressure 80 
Under jugular compression ........... 160 
After Withdrawing 5 C.€ ences 40 

‘g id de Ce eee 10 

sed ied | Sn, ch, eae 0 

There were 67 w.b.c. made up as follows: 

Small LyMphocytes  eccrcccssssvsssrsssssssrsccees 46 
Large TYMPHOCYHEtES  ercrccccsssssssssorssscesseeee 16 


Plasma cells 5 
There were also 7 r.b.c. 








Fluid from this puncture was inoculated into a 
monkey by Dr. Hans Zinsser at the Harvard Med- 
ical School with negative results. 

















(2) Blood. 
White count 11,600: 11,800 
Hemoglobin 80% 
Neutrophiles 79 
Small] LYMPhocytes oe.cceeccecesesesossonssssonees as 13 
Eosinophiles 2 
Masts iz 
Large MOmnOnuCleasss ercscccscscssssscscsscsssen se 5 


Red cells show slight achromia. Platelets normal. 
Blood Wassermann reaction negative. 


DISCUSSION 


Significant facts collected in the report to the 
International Conference (P. Remlinger) ap- 
pear below. 

The incidence of paralytic accidents such as 
described above is low, namely 0.28 per thcu- 
sand, or one ease for 3,538 persons treated. The 
mortality rate in the Landry type is 30 per 
cent.; in the myelitis type, 5 per cent.; and in 
the other forms, nil. Children are less often 
affected than adults; below five years of age this 
accident is unknown. ‘‘Intellectuals’’ are more 
susceptible than manual workers; luetics and al- 
eoholics more than normals. About two-thirds 
of the patients affected develop symptoms dur- 
ing treatment—one-third after completion. No 
eases have appeared during the first five days of 
treatment. The accidents are less frequent when 
dead vaccines are used—also less frequent when 
the cords have been preserved a long time in 
glycerine. Semple’s and Calmette’s methods are 
preferable from this point of view. When the 
paralytic condition is recognized, treatment 
probably —though not certainly —should be 
stopped and resumed again after recovery. 

The cause of paralysis is obscure. The most 
plausible hypothesis advanced is that neuro- 
toxins contained in the cord emulsion act on sus- 
ceptible individuals. However, until we can 
identify neurotoxins and recognize susceptibility 
we shall be in ignorance of the mechanism of this 
disease. The manufacturer of the vaccine in re- 
plying to a letter reporting to them this case 
stated in part: ‘‘It is our understanding that 
the treatment was started by Dr. of 
Pennsylvania, and that during the course of the 
treatment the patient travelled by automobile 
through New England. It has always been held 
by us that exertion during the course of admin- 
istration of rabies vaccine should be avoided.’’ 





COMMENT 


In view of the low incidence of such paralytic 
accidents in anti-rabies vaccination and the ab- 
solute mortality of rabies itself, it would obvi- 
ously be folly to withhold protection from ex- 
posed persons because of fear of complications. 
On the other hand, the fact that protection by 
vaccination is not entirely innocuous should 
make us scrutinize more closely the indications 
for treatment and not advocate such prophy- 
laxis indiscriminately. Each suspected contact 
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should be considered individually and advised 
according to conclusions reached after careful 
analysis of the case—provided always that a 
definite diagnosis of rabies has been made where 
possible in the brain of the animal involved. 


Having decided on treatment, certain precau- 
tions should be taken. Ideally, the patient 
should be in bed and be treated as a hospital 
ease. Such a procedure would apply particular- 
ly to older people, alcoholics and luetics, and 
should be insisted upon in such patients. Nor- 





mal individuals, when the fourteen-day course is 
administered, should be kept very quiet from the 
tenth day on, not engaging in violent exercise 
up to the twelfth day, and remaining at home 
during the last two days. The bowel action 
should be kept free, fluids taken in abundance, 
and alcohol entirely eschewed. 


REFERENCE 


1 Report of A. C. Marie, P. Remlinger and H. Vattee to the 
International Rabies Conference held at the Pasteur In- 
stitute, Paris, from April 25th-29th, 1927, organized by 
the Health Organization of the League of Nations. 
League of Nations Report, C. H. 531. 
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FATAL PARALYSIS FOLLOWING ANTI-RABIC TREATMENT 
Report of a Case 


BY JOSEPH SMITH, M.D.,* AND JOHN F. MURPHY, M.D.* 


CCASIONALLY anti-rabic treatment may 

be followed by some form of paralysis (as- 
cending, hemiplegia, monoplegia, dorsolumbar 
myelitis, paralysis of the facial and other cranial 
nerves), sometimes with a fatal termination. Si- 
mon reports 100 cases of paralysis among 217,- 
774 cases vaccinated, with 81 recoveries. Fielder 
collected 142 cases of ‘‘treatment paralysis,’’ of 
which 118 recovered. Mejia tabulates 24 cases 
of paralysis in 19,800 persons treated at the 
Pasteur Institute in Buenos Aires, of which 20 
recovered. Hogyes reports 3 cases in 51,417 per- 
sons treated. Remlinger collected 40 eases of 
paralysis, of which 38 recovered. The Vienna 
Rabies Institute had 35 eases from 1915 to 1924, 
of which 8 died’: ?. 

The cause of this paralysis has never been 
satisfactorily explained; it has been considered 
as possibly a mild attack of rabies, as a form of 
anaphylaxis, or due to some toxin contained in 
the virus or the nerve cells of the vaccine emul- 
sion. Paralysis is more frequent after intensive 
treatment. The condition rarely affects chil- 
dren. It is more common in luetics, alcoholics, 
persons under nervous strain, and is especially 
common in soldiers. 

Because of the rarity of the condition and the 
large percentage of recoveries after the paralysis 
has set in, it has been thought interesting to re- 
port the following case. 


On Tuesday, November 20, 1928, Mr. W. W. B., a 
white male carpenter of 39 years, reported at the 
Providence City Health Department, seeking advice. 
In July 1928, he took home a puppy that three weeks 
previously had been bitten by a dog, later proven 
rabid. Mr. B. was under the impression that since 
the animal had not developed rabies in three weeks 
after the bite, there was no further cause for worry. 
On Friday, November 16, 1928, the dog acted queerly 
and Mr. B. gave it some medicine, thereby getting 
some saliva over his hands. The dog became worse 
and was taken to a veterinarian, who diagnosed the 
case as one of “dumb rabies.” Mr. B. was advised 
to go to the Health Department for advice. The dog 
died and its head was sent to the State Laboratories. 


*Smith—First Deputy Superintendent of Health, Providence, 
Rhode Island. For record and address of author see ‘This 
Week’s Issue,’ page 189. Murphy—Member of Staff of the 
Rhode Island Hospital. For record and address of author 
see ‘‘This Week’s Issue,’’ page 189. 





Examination of Mr. B. showed open lesions on his 
hands, which he said were present at the time of 
exposure. Both he and his nephew, E. P. N., who 
had helped him treat the dog, were recommended 
to the Providence City Hospital for treatmert. This 
advice was given because of the open lesions on the 
hands and because of the history of direct contact 
with the saliva of a dog suspected of rabies. They 
were told that if the dog proved to be free from 
rabies, they would not have to complete treatment. 
Because of the pain associated with the inoculations, 
both men decided to wait and see if the findings 
should prove positive. On November 22nd, the 
ganglia from the dog’s brain were reported positive 
for Negri bodies and the men started treatment. 
In addition, the wives and children of these men, 
seven persons in all, took the treatment. All were 
treated from the same lot of vaccine—the Semple 
modification of the Pasteur treatment as put up by 
the Lederle Manufacturing Laboratory. 

Mr. B. alone showed any reaction. He completed 
his treatment of fourteen inoculations on December 
6, 1928. During the entire period of treatment, Mr. 
B. was up and about, as were the others, and also 
partook of some alcoholic beverages. On December 
3 and 4, the eleventh and twelfth days of treatment, 
the patient complained of abdominal pain. The nerv- 
ous temperament of the patient was noted and so 
castor oil was ordered. After his last treatment, on 
December 6th, the patient complained of numbness 
in the calves of his legs and stated that for the last 
few days his urine was somewhat reddish in color. 
On the 7th he could not void and noted that the 
numbness had increased in his legs. He was nau- 
seated but could not vomit. He applied to the City 
Hospital at 11:00 P. M. for relief of distention and 
was referred to the Rhode Island Hospital for treat- 
ment. 

The patient was admitted to the second surgical 
service at the Rhode Island Hospital at 3:00 A. M. 
on December 8, 1928, for treatment of acute urinary 
retention. The bladder was found to be two fingers’ 
breadth below the umbilicus and there were many 
indurated masses superficially in the abdominal wall, 
with some tenderness in the right lower quadrant. 
He was catheterized, 26 ounces of a dark red urine 
were obtained, and an inlying catheter was inserted 
for gradual decompression. 

Later that day a general physical examination was 
made. Enlarged posterior cervical glands were 
noted. In the upper extremities the reflexes were 
present and the motor power was good. He was 
unable to move his legs and had “pins and needles” 
sensations as high as the lower chest. Sense of pain 
was absent in this area, but the sense of touch was 
still present. Both Achilles’ reflexes were absent. 
There was no ankle clonus and no Babinski reflex. 
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Knee jerk present on the right, absent on the left. 
Both legs were flaccid. The past history revealed 
an injury to his back in March 1928, subsequent to 
a fall from a roof, but this had not troubled him 
since. He admitted a gonococcus infection in youth. 
The family history was negative. The tentative diag- 
nosis on admission was “Paralysis due to anti-rabic 
treatment, resembling Landry’s Ascending Paralysis.” 


The blood and spinal fluid Wassermann tests were 
negative. The blood chemistry showed 23 mg. of 
urea nitrogen; creatinin 1.4 mg.; sugar 108 mg. 
The urine showed a specific gravity from 1.015 to 
1.026, albumin and microscopic blood, but no sugar. 
Lumbar puncture showed a clear fluid under no in- 
creased pressure, with a cell count of 50 lympho- 
cytes; there was not a sufficient quantity for al- 
bumin and globulin tests. 

The inlying catheter was left in place for four 
days and then taken out. The patient was unable 
to void and was catheterized daily—remaining al- 
ways incontinent between times. On December 12, 
the patient could move his legs slightly, but a foot 
drop was noted and posterior wire splints were 
applied. On the 13th his respirations were labored 
and he was somewhat cyanotic. He was put on the 
“danger list,’ an unfavorable prognosis being given 
the relatives. On the 14th the inlying catheter was 
reinserted. On the 15th the neurological service 
was called in consultation and Dr. Charles A. Mc- 
Donald made the following note: “Absent reflexes 
of arms and numbness of hands. Sensory demarca- 
tion at about the tenth dorsal segment. Absent re- 
flexes of lower legs, foot drop, tender nerve trunks, 
and absent deep muscle sense. Protopathic sensa- 
tions in soles. Urinary retention and involuntary 
rectal sphincter. Diagnosis ‘Toxic Myelitis and 
Neuritis.’ ” 

The temperature never went above 100° F. and his 
pulse ranged from 100 to 160, always of good quality. 
The patient continued incontinent of urine and feces. 
There was persistent abdominal distention, which 
was partially controlled by the usual procedures. On 
the evening of the 18th, rales were noted at both 
bases with no change in percussion note; also there 
was difficulty in swallowing. The patient lapsed into 
a state of semi-consciousness on the 19th; he took 
no nourishment by mouth; rales with a dull per- 
cussion note were found at both bases. Intravenous 
therapy was instituted with but temporary effect. 
The patient continued to grow worse, his respirations 
were labored and apparently diaphragmatic, but his 
pulse remained of good quality up to within one 
hour of his death at 3:05 A. M. on the morning of 
December 20, 1928. An autopsy permit was ob- 
tained and the examination made by Drs. Clarke and 
Puig. 

The right chest contained a yellowish-green fibrino- 
purulent exudate. Both upper lobes and the middle 
lobe were aerated. Both bases were markedly con- 
gested and a yellowish clear fluid ran out. Scattered 
throughout the lung tissue were numerous small ab- 
scesses. The whole process was one of lobar pneu- 
monia with bronchiole abscesses. 

The pericardial cavity contained a small amount 
of bloody fluid. The blood in the heart and per- 
ipheral vessels was fluid and of a very dark red color. 
Microscopically, the muscle cells were swollen and 





lacking in striations. Many tiny capillaries were dis- 
tended with blood and some muscle cells were 
vacuolated. The connective tissue framework was 
pushed apart by edema. 


The urinary bladder was distended with urine. 
The mucosa was covered with a purulent exudate. 
Considerable degeneration of the mucosa was noted 
at places. At the trigone there was congestion and 
in places necrosis. At the fundus was an area 2 cm. 
in diameter which was thinned out due to degenera- 
tion. 

The vessels throughout the brain were markedly 
congested, but the brain itself was grossly negative. 
Examination of the middle ears and _ sphenoidal 
sinuses was negative. The entire spinal cord was 
removed as well as the Gasserian ganglia and the 
right femoral nerve; these were all grossly negative. 
Eosin-methylene blue preparations of Zenker fixed 
material from the cortex, cerebellum and spinal cord 
were sectioned. The anterior horn cells showed lcss 
of angularity and were swollen and rounded. The 
Nissel bodies were frequently absent, the cytoplasm 
taking a uniform pale granular stain (simple chro- 
matolysis). Nothing was seen that suggested a Negri 
body. In the cortical cells there was some lipo- 
chrome pigmentation, which was not considered nor- 
mal at this age. Marchii preparations of the fem- 
oral nerve showed no myelin degeneration. Guinea 
pigs inoculated with fresh material from the cen- 
tral nervous system were still alive at the end of 
six weeks. 


The other organs showed nothing but congestion. 
The pathological diagnoses were: Lobar Pneumonia 
(Bilateral), Fibrino-purulent Pleurisy, Abscesses of 
the Lung, and Purulent Cystitis. The clinical diag- 
noses were: Toxic Myelitis due to anti-rabic treat- 
ment, Lobar Pneumonia (Bilateral), and <Acute 
Cystitis. 


In reviewing the literature it was found that 
paralysis is more frequent after intensive treat- 
ment, occurring between the eighth and last days 
of treatment. In all eases were found anorexia, 
mild fever, stiffness in the back and weakness in 
the legs. The weakness inereases to complete 
paralysis and ascends to involve the sphineters 
of bladder and rectum. It may extend upward 
and involve the upper extremities and face and 
there may be bulbar symptoms. There may be 
a disturbance of respiration and heart action 
and difficulty in swallowing—especially liquids. 
Mejia’s cases of paralysis were in the form of 
transverse myelitis and ascending paralysis— 
frequently that of the Landry type. 

It is quite evident from the result of the above 
and other cases that anti-rabic treatment is not 
without an element of danger and the surgeon 
should not advise promiscuously the institution 
of prophylactic treatment. 
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GEOGRAPHICAL PATHOLOGY* 


BY RAYMOND H. GOODALE, M.D.,t AND HARALD KRISCHNER, M.D.t+ 


HY does tuberculosis spread death like a 

plague among the people of an inland vil- 
lage of Turkey? Yet why do we see an annual 
decrease in the death rate from tuberculosis in 
the United States? We can answer these ques- 
tions, at least in part, but there are many other 
problems concerning diseases in different coun- 
tries which we cannot as yet solve. This article 
is primarily to point out some of these ques- 
tions, especially those which have confronted 
us here in Syria. At the same time the authors 
feel that a general dissemination of knowledge 
concerning the peculiarities of diseases as they 
are met with in different parts of the world will 
reveal facts which will be of general use. 

It is interesting to note that Askanazy' pro- 
posed, in an article only last year, the organ- 
ization of a society for the study of geograph- 
ical pathology. He also suggested that articles 
from doctors in various parts of the world, es- 
pecially material concerning the local pathology 
of a disease, should be published in a journal 
which would be the official organ of the societv. 
Such a journal would be a real stimulus for 
doctors in distant places to publish their ob- 
servations, and at the same time valuable data 
concerning disease in all of its diverse mani- 
festations would be accumulated. 

At present most of the medical books are 
written by men who live in North America, 
Great Britain and Europe. The material in 
these books is naturally a résumé of the pathol- 
ogy of the diseases as they are found in these 
countries. There is, of course, mention of varia- 
tions of incidence of disease in different coun- 
tries. It seems, however, that a more thorough 
study of the reasons for these variations, as 
well as a study of the local pathology of 
ubiquitous diseases, is warranted. 

It is, of course, generally known that parasitic 
diseases are prevalent in the tropics and sub- 
tropies, and that certain parasitic diseases will 
be found to prevail in one district, while they 
are practically absent in others. We should 
like to have, however, more information about 
the reasons for the variations in type and in- 
cidence of certain of the more familiar dis- 
eases of the temperate zones. 

In earrying out such a study we should in- 
clude only the natives of the country, those 
who have been living under the same climatic 
conditions for generations or longer. Foreign- 
ers occupying a temporary post in such a coun- 
try would not be considered. Natives of one 
country who have migrated to another country 
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of a different climate must also be excluded, e.g., 
diseases of Syrians living in America could not 
be compared with those still living in Syria. 
Tuberculosis is, perhaps, the most universal 
of all diseases. With the extensive missionary 
and commercial endeavor of the past thirty 
years very few villages are now free from the 
disease. After reading Much’s? article on the 
low percentage of tuberculin-positive people in 
Palestine, we were interested in finding out the 
prevalence of tuberculosis in Syria. To this 
end the authors® carried out a series of 1200 
intracutaneous tuberculin tests on country and 
city people from Tripoli to Sidon along the 
coast and inland as far as Damascus and Nebk. 
Chart No. I shows the percentages of tuberculin- 
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CHART NO. I. Positive tuberculin tests among Syrians and 
Armenians in Syria. (Goodale and Krischner.) 
positive tests in various age groups among 
Armenians and Syrians. This chart should pe 
compared with Hamburger’s* results in Vienna, 
as seen in Chart No. II. There is much lesg 
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CHART NO. IJ. Positive tuberculin tests in Vienna, Austria. 
(Hamburgzer.) 
general tuberculous infection in Syria than in 
Kurope or America as revealed by tubereulin 
tests. We might assume, therefore, that Svrians 
were in general less resistant to tuberculosis, 
once they became infected, than Europeans. 
One wonders about the type of tuberculosis in 
tuberculous patients of Syria and Palestine. 
Has the climate any influence on the spread and 
perpetuation of the organism ? 
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A practical application of the data obtained 
by the series of tests in Syria is a wider use 
of the intracutaneous tuberculin test up to fif- 
teen years of age by clinicians. In America the 
tubereulin test is considered of value only up 
to two years of age. 

Another disease of interest to compare geo- 
graphically is diphtheria. In a series of 630 
Schick tests done by Dr. Parr with the as- 
sistanee of the authors, in Beirut -and vicinity, 
on Syrians and Armenians from one to twenty- 
five years of age, it was found that only 4.6 
per cent. were Schick positive. This is much 
lower than similar tests in the United States. 
Schick tests carried out on 7545 school chil- 
dren in Baltimore* showed 64.8 to 43.9 per cent. 
positive in various age groups up to 14 years. 
We, naturally, ask why there is such a high 
degree of immunity to diphtheria among Svri- 
ans and Armenians. It is planned to examine 
a series of throat cultures to see if there are 
earriers of diphtheria. Can we suppose that 
there are cases of unrecognized subclinical diph- 
theria which give the people their immunity? 

We are starting a series of Dick tests on Syri- 
ans to determine their susceptibility to scarlet 
fever. A small series of Dick tests carried out 
by Parr and Avery® on 47 Armenian refugee 
children between 3 and 6 years of age showed 
12.7 per cent. to be susceptible to scarlet fever. 
None of the children tested had had scarlet 
fever previously. Doull, Ferreira and Parrei- 
ras®, in a large series of Dick tests carried out 
in Rio de Janeiro, found 15.1 per cent. positive 
among people from less than one year to over 
30 years of age. In Bronx School Number 4, 
New York City, a series of Dick tests reported 
by Zingher’ showed 62.5 per cent. to 12.85 per 
cent. positive among children from 5 to 14 years 
of age. It would seem from the above data 
that there is much less susceptibility to scarlet 
fever in Beirut and Rio de Janeiro than in 
New York City. This is certainly true clinically 
in Beirut. The first 400 returns of a medical 
census of infectious diseases showed that there 
were only four eases of scarlet fever, or one 
per cent., among Syrians. 


Chapin® states that, ‘‘Scarlet fever has been 
gradually growing milder for a great many 
years in the British Isles, Holland. Northern 
Italy, all of the Seandinavian countries, and 
in the United States’’. Again,—‘‘In contrast 
with Western Europe and the United States 
there are a number of countries in which the 
severity of searlet fever has not decreased, or 
has decreased only recently, and to a moderate 
degree. Among these are Russia, Poland, Bul- 
garia, Hungary, Czechoslovakia, Southern Italy, 
China and Japan’’. 


Askanazy' suggested that parents might bring 
their children from Konigsberg, Germany. to 
Geneva, Switzerland, to have the mild searlet 


*Unpublished data for seventh ward and surrounding area. 





fever of Geneva and thereby become immune 
to the severe searlet fever in Konigsberg. 

The prevalence of syphilis in Beirut, as fourd 
by positive Wassermann tests among the pa- 
tients of the American University Hospital, is 
not unusual. Parr? found in 1188 males 15.4 
per cent. positive and among 786 females 17.5 
per cent. positive. This series included Svyri- 
ans, Armenians and other nationalities living 
in Beirut. A hospital population does not give 
accurate data concerning the incidence of 
syphilis in a city, but these figures are the only 
ones available. 

A disease of geographical interest, however, 
is what Hudson’? ealls ‘‘treponematosis’’? The 
Bedouin Arabs of Syria call this disease ‘‘bejel’’ 
to distinguish it from ‘‘faranghi’’, the foreign 
disease or syphilis. This disease is very sim- 
ilar to syphilis and may be syphilis in one of 
its many forms. Bejel is not considered a 
venereal disease, there is no history of a pri- 
mary sore, everyone admits having had the dis- 
ease in childhood and no one expects to get 
it a second time. Cases are not isolated, and 
it is said that inoculation of children is some- 
times practised. The symptoms are ecatarrh of 
the nose and throat with copious discharge, thick 
voice, reddening of the tonsils, palate and 
pharynx. There may be mucous patches on 
the palate and about the genitals. The skin 
eruptions are macular, papular or circinate, and 
there is a generalized adenopathy. Later, ul- 
cers appear on the tonsils and palate with 
ulcerating masses in the nose, ulcers on the skin 
and multiform skin eruptions. Later still a 
condition resembling gangosa is common and en- 
largement of the liver is generally present. 
There may be alopecia of the sealp or beard, 
keratosis of the soles of the feet, ichthyotie shins 
and gummatous bone lesions. The Kahn test 
is positive, and the lesions react to antisyphilitie 
remedies. There are no signs of the inherited 
disease. Tabes and general paralysis do not 
oceur. 

Hudson’s article is reviewed in the Tropical 
Disease Bulletin, London. The reviewer ealls 
this treponematosis, pandemie syphilis. It seems 
that this disease needs further study to de- 
termine its relation to syphilis as seen in other 
countries. 

The authors have been impressed by the fre- 
queney of lymph gland tumors in Syria as ecom- 
pared with Europe and the United States. 
Hodgkin’s disease, lymphosarcoma and lymph- 
atic leukemia are often seen among the tissues 
coming to the pathology laboratory for diag- 
nosis. Syria would seem to be a good locality 
for a study of the etiology of these tumors 

Another interesting comparison which has 
come to our attention is the roentgen diagnosis 
of peptic ulcer in Beirut, Syria and Rochester, 
Minnesota. Sutherland™ says, ‘‘At the Mavo 


Clinie duodenal ulcer is the most common of 
all lesions seen roentgenologically in the alimen- 
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tary tract. As determined by the x-ray duo- 
denal ulcer occurs more than nine times as often 
as gastric ulcer and more than four times as 
often as gastric carcinoma.’’ Upon reviewing 
the records of the x-ray department of the 
American University Hospital in Beirut, it was 
found in 300 gastrointestinal series that duo- 
denal ulcer occurred less than one and one half 
times as often as gastric ulcer. Of the total 
number of peptic ulcers 41 per cent. were gastric 
ulcers and 59 per cent. duodenal ulcers. Ap- 
parently the figures for the incidence of gas- 
tric and duodenal ulcer in America cannct be 
used in teaching medicine in Beirut. 


COMMENT 


The few diseases briefly discussed in this arti- 
cle show that we cannot teach or study medi- 
cine with the same data throughout the world. 
The facts which we learn or teach must be modi- 
fied for the locality in which they are being 
used, but should be compared with data from 
other parts of the world. 

It should also be pointed out that certain 
geographical regions offer more favorable fields 
for research in some of the world-wide diseases. 








For example, the study of lymph gland tumors 
might easily be carried out in Syria and the 
Near East, where they are found frequently. 
It is possible that one of the parasitic or fungus 
diseases of the Near East has something to do 
with the etiology of lymph gland tumors. 
Lastly, the publication of data from different 
parts of the world concerning universal dis- 
eases such as tuberculosis and cancer may re- 
veal facts which will help in the solution of 
problems connected with these diseases. 


We wish to thank Dr. E. St. John Ward for the 
use of his X-ray files. 
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GRADUATE COURSE IN CANCER 


CARCINOMA OF THE GASTRO-INTESTINAL TRACT* 


DAVID CHEEVER, M.D.t 


ET us consider first the stomach, where the 
disease assumes more importance than any- 
where else in the body, because almost one-sixth 
of all cases of cancer occur in this organ. The 
disease is much more common in men than in 
women. It is frequent enough in the third 
decade to make it necessary to reckon with it in 
diagnosis; it increases in frequency up to the 
end of the sixth decade and then diminishes. 
Its pathological varieties are those found in 
carcinoma of any mucous membrane; that is, 
it is adenomatous, medullary, scirrhus or colloid 
in type. It may begin at any point in the 
stomach, but usually selects the lesser curvature 
within a few centimeters of the pylorus. If 
our conception of carcinoma in general is cor- 
rect, it is always at first a local tissue change, 
perfectly susceptible of complete removal and 
permanent cure, if it could be discovered and 
operated on thus early. From this theoretically 
microscopic origin, it increases in size, invades 
more and more of the stomach wall, ulcerates, 
weeps serum. bleeds, becomes infected and 
necrotic, and may finally perforate into the 
peritoneal cavity or an adjacent organ. 
Besides spreading by invading more and more 
sound tissue at its periphery, it has, in common 
with carcinoma elsewhere, the fatal propensity 
to disseminate itself by scattering its cells in the 
lymph and blood streams, with the result that 
each such cell or group of cells, if viable, be- 
comes another focus of carcinoma in a new 
situation. These metastases in the lymph 
stream pass for the most.part to lymph glands 
on the greater and especially on the lesser cur- 
vatures, and after a certain period of arrest 
there, pass on to retro-peritoneal glands about 
the head of the pancreas and aorta, and thence 
up into the mediastinum. 
Metastasis by the blood stream is, of course, 
of even more importance and is especially com- 


mon in carcinoma of the alimentary tract. The 
cells are carried by the portal stream to the 


liver and we then get involvement of that organ 
which naturally precludes the possibility of any 
radical extirpation. We must not forget that 
carcinoma of the stomach spreads in two other 
ways. In the first place, the portion of the 
growth inside the stomach may break off and be 
actually re-implanted in other parts of the 
stomach so that we find multiple growths in the 
stomach, the primary growth having dissemin- 
ated itself. Then the other interesting thing 
which happens, which helps us to make the diag- 
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nosis of extensive neoplasm, is that minute, al- 
most microscopic, fragments of a tumor pen- 
etrating the wall of the stomach will break off 
from the tumor and flow into the free peritoneal 
cavity and gravitate down anywhere in the 
peritoneal cavity. Quite naturally they tend to 
flow down into the pelvis and the result is that 
one gets implantation metastases from that kind 
of dissemination, anywhere in the abdomen, but 
especially in the pelvis. 

In all these cases one should always make a 
certain routine examination in addition to the 
local one, to determine whether or not the lesion 
has spread beyond the primary focus in order to 
guide us to its operability or inoperability. The 
points one should examine, after making a gen- 
eral examination of the abdomen, are first, the 
gland behind the sterno-clavicular junction, be- 
cause the lymphatic involvement may pass up 
the mediastinum and along a large chain of 
nodes along the thoracic duct. Then one should 
examine the umbilicus to see if there is a hard 
mass there, because metastases may pass through 
a reversal of the lymphatic current, along the 
round ligaments to the uinbilicus. Finally one 
should make a rectal or vaginal examination to 
see if any masses can be felt in the pelvis. Any 
one of these lesions positively found will, of 
course, preclude the possibility of a radical ex- 
tirpation. ¢ 

Carcinoma of the stomach may grow to ex- 
traordinary proportions without causing any 
symptoms and the reason is because the stomach 
may have its digestive function seriously inter- 
fered with without causing pain unless there is 
obstruction. The favorable cases for operation 
are those where early diagnosis may be made 
because the disease begins at the pylorus, that 
is, lesions which before they attain any great 
size, nevertheless are so situated that they ob- 
struct the lumen of the viseus. Lesions blocking 
the cardia cause dysphagia and therefore permit 
early diagnosis, but of course these would be 
difficult to get at and almost beyond the range 
of operability except under certain cireum- 
stances. Much more favorable are the lesions 
which begin just in the antrum and encroaching 
on the pylorus cause comparatively early in the 
course of the disease a pyloric obstruction which 
very naturally causes the symptoms which are 
familiar to you—a sense of fulness in the 
epigastrium, eructations, distention, pain, 


vomiting, ete. and that gives us the opportunity 
of making an early diagnosis and is of a most 
favorable type for operation. 

Unfortunately, the majority of cases do not 
begin in this region, and reach massive propcr- 
[tions before they can be diagnosed. 
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Let us take one or two clinical cases as per-! pert roentgenologist can, by pressure on the 


haps the most interesting way of approaching 
the subject. 


Here is a patient who happens to be in the hos- 
pital at this moment. He is 56 years of age, a ma- 
chinist, who comes into the hospital for the second 
time. He came in the first time in August 1928, 

carly a year ago, and an interesting point which I 
wish to bring out is that his complaint at that time 
wis solely of anemia avd sera ak ea: 
is a person who will be found to present evidence 
of carcinoma of the stomach but he has no symptoms 
re’erable to the stomach when he first comes in. 
That is a very common thing. Examination showed 
ro *:e acid. Thee was ns 
for blood in the stools, x-ray showed a filling de- 
fect in the stomach and the impression was that 
thore was a very extensive lesion. His anemia and 
goveral condition made it seem rather unwise to 
p-opose any operative treatment at that time. He 
now appears to be better than he was a year ago, 
an he has the same symptoms of general weakness, 
an] avain enters the medical service. At this time 
'. Dbarirm x-rays show that he has 10% residue, 
»., in 6 hours there is 10% of the barium remaining 
» the stomach whereas last August there was no 

iIvo at all. There was some increase noted in 
»> size of the lesion on the lesser curvature. 


eye 


t? 
i. 
. 
. 
t! 

The important thing to impress on sueh of vou 
eentlemen as have not had the opportunity of 
pwicipating in X-ray examination of these 
eases, is that the x-ray is an extraordinarily ac- 
evrate method of diagnosis. Certainly well up 
above 95% of cases may be accurately diagnosed 
by x-ray. 

What does the x-ray show in this case? It 
shows several things. In the first place it shows 
a fi line defect. Any growth encroaching on the 
lumen of the stomach wil of course tend to 
show a defect in the outline of the stomach, that 
is. we have by x-ray a defect in the normal con- 
tour of the stomach. That may not be visible 
in certain planes but if the patient is turned 
from side to side it is almost always possible 
to show it. That, however, is not the only evi- 
dence given by x-ray. Of more importance than 
the fixed film is the fluoroscopie examinatien, 
i1.e., an expert roentgenologist watching barium 
in the stomach and watching the motility of the 
organ. In the first place, with an infiltrating 
erowth which causes very little filling defect. 
the infi:tration stiffens the wall, makes it lose 
its elasticity and its motility, and waves of 
peristalsis cannot pass over that area so that 
what the roentgenologist sees is that the peristal- 
tie waves start and are noted on the greater 
curvature but at a corresponding place on the 
lesser curvature, they do not appear, having 
been interrupted by the stiffening of the stomach 
wall.” Also as the roentgenologist examines with 
the fluoroscope, he presses with his hand and the 
barium is thus spread out in varying ways on 
the surface of the stomach and it collects in lit- 
tle lines between the normal rugae Now, if 
there is a lesion situated on the posterior sur- 
face of the stomach in such a place that it is very 
diiicult to demonstrate a filling defect, an ex- 





stomach, see that over a certain area the rugae 
do not exist, that is, in the area on the posterior 
surface there are no rugae. That means that 
that wall is indurated, has lost its elasticitv and 
the mucosa is partly destroyed so that the 
roentgenologist is able to diagnose a lesion which 
is infiltrating the wall of the stomach and whieh 
is presumptively carcinoma. Those are the chief 
things the x-ray shows. 

In the ease of this patient we have only our 
fixed films to show but you ean alreadv see a 
very definite filling defect, a comparatively wide 
filling defeet which is annular in character, 
which is grasping the lumen of the pylorie an- 
trum. The duodenal cap does not fill out even 
ly at any point, suggesting that enough barium 
does not pass through at any one moment to 
fil it out. That, together with the evidence on 
fluoroscopy that the peristaltic wave does not 
pass over it, gives us an almost certain diagno- 
sis. If vou couple that with the story of the 
patient who has a secondary anemia, who has 
lost his appetite and who may or may not have 
other gastric symptoms, and who has no free 
acid in the stomach and a positive benzidine in 
the stools, we have really a perfectly classical 
picture. This patient’s story is complicated by 
certain svmptoms which have been attributed to 
an ulcer of the duodenum. The duodenal cap 
shows a persistent deformity which would be 
consistent with duodenal uleer. 

The particularly interesting point I want to 
bring out in connection with this patient is that 
in the first place he presented no symptoms ref- 
erable to his stomach. We must keep that be- 
fore us a'l the time. If you wait until you have 
definite and clean-cut gastrie¢ symptoms, you will 
rarely make a diagnosis of carcinoma of the 
stomach early enough to operate on it. We must 
grasp at these suggestive but not pathognomonic 
symptoms. Sometimes they are not even sug- 
gestive. This patient simply complained of 
anemia. * 

Another interesting thing to point out is that 
this patient first came under observation last 
July or August and it was then considered that 
his condition made it unwise to operate on him 
and it was probably better to procrastinate. Yet 
here he is, nine months afterwards, in fully as 
good condition and yet we have very definite evi- 
dence of the existence of carcinoma. It is easy 
enough to say now that the anemia could have 
been combatted perhaps by transfusion and the 
patient operated upon then. At any rate, his 
condition is now such that operation is clearly 
indicated. The point is that the disease is some- 
times quite slow in its progress and we shou!d 
not be discouraged if at first it seems possibly 
inoperable. 


CASE 2. This patient has been operated upon. He 


is 63 years of age and he very kindly comes back so 
that I may show him to you as a result of an opera- 
tion for carcinoma of the stomach. He is one of those 
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patients who is absorbingly interesting from the point 
of view that he had no symptoms referable to the 
stomach at all. He first came under the observation 
of his own physician nine months ago with the story 
that he had begun to complain some time previously 
of dyspnoea and weakness. He was extremely pale 
and his medical adviser, who was a competent man, 
gave him a careful examination, found apparently a 
slightly enlarged heart with a blowing systolic mur- 
mur, and pronounced anemia and made a diagnosis 
of some form of cardiac weakness and anemia, and 
treated him accordingly. ‘There was not a symptom 
referable to the stomach. 

He came in to us in January complaining of short- 
ness of breath and general weakness, still with no 
complaint of any gastric symptoms at all. Here, of 
course, with all the conveniences of a large hospital 
at hand, he was very thoroughly investigated. In 
the first place the question of anemia was taken up 
and it became very evident that the anemia was of 
secondary type. There were constant chemical traces 
of blood in the stools. He never had hematemesis. 
That led to x-ray examination and to gastric analysis. 
Gastric analysis showed a lack of free hydrochloric 
acid. There was a constant benzidine test in the 
stools and his stomach showed a most characteristic 
and extensive filling defect. The roentgenologist 
could show that the proximal part of the stomach was 
perfectly normal but that there was a filling defect 
which was incompletely squeezing and pressing the 
pyloric antrum, and up along the lesser curvature. 
In other words, here is a patient treated by a very 
competent physician for anemia and for cardiac 
weakness for many months, and when he came in 
here in January we could get nothing else suggestive 
on a very careful history. Yet, there is a lesion which 
is so extensive that it was beginning to cause marked 
pyloric obstruction and probably had interfered with 
the function of perhaps one-third of the stomach. We 
must burn into our consciousness the fact that these 
patients do not necessarily have gastric symptoms. 

He was operated upon on January 18th and has 
made an excellent recovery. The operation was 
pretty extensive. A resection of one-half of the stom- 
ach was made and an antecolic anastomosis of the 
open end of the stomach to the jejunum was done, 
and in these cases we have to make a secondary 
entero-enterostomy between the proximal and distal 
loop of the bowel so that the food which goes down 
the proximal loop may pass into the distal loop. That, 
of course, is an extensive and serious operation but 
under good conditions and careful anaesthesia, it is 
an operation which is capable of giving us a very 
excellent result. 

The patient had a profound anemia, with 2,400,000 
reds and hemoglobin down to 35%. He was trans- 
fused before the operation; we went ahead with the 
operation, and he made an excellent recovery. 


He is now an entirely different looking man. 
You can see that he must have an excellent 
blood picture now end he has not felt so well 
for ten years. He is having no trouble at all 
“if he behaves himself’’ which means not over- 
loading his stomach. His stomach is now less 
than half the size of the normal stomach. Why 
do I say less than half? Because, let us sup- 
pose I removed about half the stomach, which 
‘is I think, the fact. Then we have a wide open- 
ing into the jejunum without any sphineter ac- 
tion at all and of course the food passes instant- 
ly into the jejunum and therefore the stomach 
shrinks and becomes relatively atrophic, just like 
any other organ whose function is largely abro- 
gated. He now gets on perfectly well. 

At the operation, of course, before undertak- 





ing anything of that sort, I examined his liver 
very carefully, and found no metastases. There 
were metastases of the lymph nodes along the 
lesser curvature, but I had reason to believe we 
would be able to make the resection at a point 
beyond that. 


I bring him to you in the first place to reiterate 
that we ean have symptoms which do not point 
to the stomach but nevertheless are very likely 
due to carcinoma of the stomach, and secondly 
because we must not be discouraged over what 
is apparently a very unpromising case. We have 
often had patients brought into the hospital who 
have been under the observation of a doctor for 
a considerable time, who had made the diag- 
nosis of carcinoma but who nevertheless does 
not advise operation simply because he has seen 
so many patients with recurrence and with such 
deplorable results that he does not think it 
worth while. Perhaps those days are gone. 
Perhaps the work that is being done now is bet- 
ter than the work which was done thirty years 
ago. 

Carcinoma of the Colon—How does carcinoma 
of the colon differ from carcinoma of the stom- 
ach? We jump from the stomach to the colon 
because carcinoma is so rare in the small in- 
testine. Practically speaking, it does not oceur 
there. It occurs in the papilla of Vater from the 
mucosa of the bile duets and then, of course, 
spreads to the duodenum, but primary ear- 
cinoma of the small intestine is practically un- 
known. The cases are reported when they do 
occur because they are so interesting. 

The disease in the colon is the same, but two 
factors influence its course and treatment. In 
the first place, because it begins in a viscus 
whose lumen is very much smaller than that 
of the stomach; it necessarily causes obstructive 
symptoms much earlier than in the stomach. It 
is the same old story. The disease is insidious 
and it is only when it interferes with function 
or invades tissues whose destruction causes pain 
that we get symptoms; and in the colon, on 
account of the small lumen as compared with the 
stomach, we get symptoms of obstruction earlier 
and therefore we get the ease earlier. 


The other factor refers to the method of op- 
erative treatment. In the stomach, these ex- 
tensive resections are comparatively safe from 
the point of view of infection because one of 
the best antiseptic agents we have is hydro- 
chlorie acid, and the gastric juice, even as weak 
in hydrochloric acid as that which we find 
with carcinoma of the stomach, is relatively 
sterile. When we reach the colon, however, we 


enter a part of the alimentary tract where bac- 
teria are abundant so the possibility of infection 
after these operations is enormously increased. 
This we must provide for by appropriate modi- 
fication of the operation. 

The symptoms of carcinoma of the colon de- 
| pend on its position. Where does carcinoma of 
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the colon oceur by preference? Most commonly 
in the sigmoid. The second most common seat 
is in the cecum, ascending colon or hepatic flex- 
ure. The third point of preference is usually 
the region of the splenic flexure, fourth the re- 
gion of the transverse colon and finally the de- 
scending colon is the least frequent. 


Take two typical points, the cecum or ascend- 
ing colon, and the sigmoid, and the symptomatol- 
ogy is likely to be rather different, the reason 
being that when the intestinal contents flow into 
the cecum, although the major portion of the 
solid nutrient has been absorbed, nevertheless 
there has been comparatively little absorption, of 
fluid. That is, about 90% of the fluid ingested 
by mouth is still present in the intestinal cur- 
rent when it enters the cecum. The absorption 
of fluid takes place almost entirely in the as- 
cending and transverse colon. Therefore a neo- 
plasm which is infiltrating the wall of the sig- 
moid, where the stool is mushy and firm, will 
promote much obstruction, while at the cecum 
the symptoms are not obstructive but indicate 
rather interference with normal peristalsis. The 
patient complains of ‘‘gas’’ and a little discom- 
fort or pain, and these symptoms may be con- 
fused with a grumbling appendix or something 
of the sort. The symptomatology of carcinoma 
in this region is absolutely not pathognomonie. 
At the sigmoid there is characteristic obstruc- 
tion which sometimes comes on very suddenly. 
The patient begins to complain of gas pains, lit- 
tle colicky attacks, constipation which increases 
a little; he thinks nothing of it, takes laxatives 
and gets on very well, receives medication for 
constipation perhaps, and then all of a sudden 
the thing shuts down, presumably from the oe- 
currence of edema, just as edema of the glottis 
will shut down an obstructing lesion of the 
larynx in a very sudden fashion. 


Of course, every carcinoma of the alimentary 
tract, except in the very early stages, becomes 
ulcerated and thus invariably weeps, that is, 
there is always some loss of blood.. So if these 
grumbling symptoms lead the watchful physi- 
cian to make repeated examinations of the stools 
by chemical microscopical methods, some blood 
will be picked up and that is important, al- 
though bleeding into the alimentary tract from 
ulcerative colitis or some other cause cannot be 
excluded. The appearance of gross blood is not 
common; if present, it is important but if ab- 
sent it does not mean anything, but vou will 
always find chemical evidence of blood. 


Metastases from these lesions are exactly like 
the metastases from the lesions of the stomach, 
that is, by either the lymphatic or venous route. 
In the ease of the transverse colon and sigmoid 
flexure, we are dealing with organs which have 
long mesenteries and we may get a good deal of 
lymphatic involvement in the mesentery with- 
out making the condition a hopeless one from 
the point of view of extirpation. Metastasis 





by the venous blood stream, of course, goes to 
the liver just as in the case of the stomach, and 
constitutes a complete contraindicdtion to opera- 
tion. 


Our impression is that lesions of the colon 
tend to metastasize late and that is especially 
true of lesions distal to the transverse colon— 
lesions of the descending colon and splenic flex- 
ure. From that point of view they are extreme- 
ly satisfactory for radical treatment. 


Case 3. This patient was operated upon recently 
and she illustrates many of these points extremely 
well. She is 50 years of age, a housewife. There is 
nothing p4rticular in the past story except that she 
had an almost negligible constipation for years. For 
about two years she has been compjaining of pain in 
the back and abdomen with moderate constipation, 
which does not appear to be very marked. We cannot 
say whether the pain in the back is due to the lesion 
or not. The pain in the abdomen consisted of mod- 
erate colicky attacks of pain to which she did not 
attach enough importance to consult her doctor. Her 
real illness began only four weeks before observation 
when constipation became very much more severe 
and she began having gas pains. She consulted her 
doctor, enemata were ordered, and pills, but the re- 
sult was not particularly satisfactory although she 
had small bowel movements. She finally came in 
here with complete obstruction of nearly a week’s 
duration, with a very markedly swollen, distended 
abdomen, the story of no passage of gas for a week 
and no fecal movement for approximately the same 
time, some vomiting but not very much, as is the 
case with low intestinal obstruction—in other words, 
a perfectly definite picture of obstruction. When I 
tell you that the lesion we found undoubtedly had 
been present and growing there for 3-4 years, you 
will see how extraordinarily insidious these things 
are, causing practically no symptoms until they final- 
ly cause cbstruction. 

When we see a patient of middle age with a nearly 
complete obstruction, evidently low in the colon as 
evidenced by the enormous distention, by the com- 
parative absence of vomiting, and without spasm or 
tenderness on palpation, we almost always make a 
tentative diagnosis of carcinoma of the colon. 


Under these conditions, the first thing to do is to 
relieve the obstruction without any particular effort 
to find out where the lesion is or what it is. Con- 
sequently, a colostomy was at once done under novo- 
cain—a transverse colostomy. We selected that point 
because, in this case, we had discovered where the 
probable lesion was, but if we do not know where it 
is, we must either do a colostomy in the cecum, with 
the practical certainty that if we do it there it will 
be proximal to the obstruction, or in the transverse 
colon (where it will act better because the fecal con- 
tents are much less fluid) with the hope that the 
obstruction is probably distal to that. If we found 
that the colon was collapsed at this point, we would 
have to withdraw and make our colostomy in the 
cecum. 


In a hospital like this, it is a perfectly reasonable 
thing to do to take a patient down to the x-ray room 
and give her carefully a little barium enema, watch- 
ing with the fluoroscope and see what happens. We 
did so in this woman’s case and were able to demon- 
strate this constriction, which is perfectly typical, 
at the splenic flexure. We would under no circum- 
stances give barium by mouth to a patient suspected 
to have obstruction. 


The colostomy having been made and the patient 
having completely recovered from her obstruction, at 
a subsequent session after we again demonstrated the 
presence of the lesion, another incision was made 
and a resection done. The colostomy then had to be 
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closed, but that is a comparatively easy matter, done 
under novocain, and it has remained closed. 

The patient has gained 25 pounds since operation 
in January. 

So, here is a patient who illustrates. in the 
first place, the insidiousness of the disease, the 
fact that often the very first svmptoms are com- 
plete obstruction, and also she illustrates the 
multiple operation method of handling these 
cases. If we tried to do a radical operation first 
we would have a series of fatalities, one after 
the other. The thing to do is to make a »yrelim- 
inarv colostomy, then resect and then close the 
colostomy, being willing to have three or even 
four sessions. These cases may be extremely 
favorable for radical cure. 

Although the rectum as far as the anal canal 
is part of the co'on, carcinoma situated there has 
certain characteristics which deserve especial 
mention. It uleerates and tends to bleed as else- 
where, but the feeal contents being harder, trau- 
matize the surface of the ulcer and cause more 
hemorrhage than in the colon higher «1p. As 
this bleeding occurs just above the anal canal 
the blood appears quite unchanged with the stool 
and is soon noticed by the patient. Also bleed- 
ine from the reetum is one of the very earliest 
symptoms of a far more common and lightly re- 
varded disease—hemorrhoids. The great majer- 
itv of patients who see blood in the stools be- 
lieve that they have hemorrhoids, and if they 
consult a physician at all are likelv to ask him 
to prescribe for that ailment. In far too many 
instanees the doctor, for any one of several rea- 
sons which you may imagine, may fail to make 
a digital examination, with the result that the 
volden opportunity for early diagnosis is lost. 
In the great majority of cases the growth in the 
rectum is within easy reach of the examining 
finger and its physical attributes are so char- 
acteristic that it is easily diagnosed. We phiysi- 
cians must realize that when consulted by pa- 
tients with rectal bleeding, if we offer advice 
and treatment for hemorrhoids or other relative- 
lv harmless conditions without making a digital 








examination of the rectum, we may be sacrifie- 
ing the patient’s health and life and are not 
worthy of the trust reposed in us. 

Another peculiarity of carcinoma of the ree- 
tum is that on account of its interferenee with 
the motor function of the bowel in expelling its 
contents, it quite early causes pain, and especial- 
ly that severe type of fruitless straining whieh 
we call tenesmus. Moreover the intimate an- 
atomical and functional re'ationship between 
rectum and bladder is apt to cause sympathetie 
disturbances of urination. On the other hand, 
abdominal colic, distention and other obstrue- 
tive symptoms are not often present. 

These characteristic svmptoms make it come 
to pass that carcinoma of the rectum is diag- 
nosed usually at an earlier stage of its natural 
history than is either that of the stomach or of 
the colon, and consequently, in spite of diffieul- 
ties of approach inherent in its anatomieal sit- 
uation, it offers. in the hands of a eompetent 
surgeon, good promise of beine relieved for a 
long period or of being radically eured. Usu- 
al’'y a permanent colostomy is the price pail by 
the patient for this relief, but experience shows 
that this infirmity, while regrettable, is not in- 
consistent with a useful and-.eomfortable life. 

In concluding this clinical discussion of car 
cinoma of the g@astro-intestinal tract, [ wish tc 
emphasize that although the disease is often ex- 
tremely insidious in its early course the ob- 
servant physician who understands the mu'tifold 
and apparently unrelated symptoms which may 
mask it wi'l usually be able to suspect the truth 
and utilize the more exact methods whieh will 
enable us to establish a diagnosis in time to 
make it possible to perform a radical operation. 
Furthermore we are justified in maintaining 
that most of the laity and many physicians are 
far too pessimistie in their views as to the cur- 
ability of the disease, since the facets amplv prove 
that early diagnosis and prompt and _ skilful 
operation hold out a real promise of eure in a 
definite percentage of cases. 


———— 


CARCINOMA OF THE RECTUM AND COLON 


D. F. JONES. M.D.” 


| AM going to talk to you this morning on the 
very stale subject of Carcinoma of the Colon 
and Rectum, because I feel sure that it is not 
receiving the amount of consideration which 
the disease deserves. Up to about 15 vears 


ago, the physician had a perfect right to say 


“The operations are not good enough, and the 
mortality is too high for us to send patients 
to you.”’ <At the present time, I think that 
is not a good exeuse. The technique of the 
operation has been improved and the mortality 
has been reduced to a reasonable amount, about 
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16%. | feel sure, therefore, that vou should 
not say that these cases are not worth doing. It 
is said that cases are not sent for operation 
early because of the difficulty of diagnosis, but 
[ am much afraid that it is a lack of interest 
‘rather than error in diagnosis. What about 
diagnosis? There is not much use goine to the 
text-books because a long list of symptoms is 
given, many of which are of little value, such 
as loss of weight. Loss of weight is a very 
late symptom beeause it practically never is no- 
ticeable until after the patient becomes suffi- 
ciently obstrueted to cause a loss of anpetite. 
That is too late to make a diagnosis. 
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The early symptoms are very easy to remem- 
ber; these are, any change in bowel habit or sen- ; 
sation, and blood in the stool. Of course, blood 
is not always visible in the stool when it is pres- 


ent. Any suggestive svmptom should make a 
careful examination of the stool necessary. 


loo? will undoubtedly be found in the stool 
in a high percentage of cases, as a carcinoma 
weerates very early after its appearance. Any 
carcinoma of the intestines should, and usu- 
a'llv does, eause some irritation early. The 
first svmptom the patient has is a slightly in- 
creased peristaltic movement. This may be sim- 
plv a sensation of gas, or the bowels mav move 
more freely than normal. If we have bleeding 
with this sensation, it is pretty good evidence 
that there is a carcinoma of the colon or rectum. 
Pleeding is undoubtedly one of the most im- 
portant svmptoms that we have. If the souree 
of the b'eeding could be definitely established 
every time that blood is noted in the stool, a 
vveat manv eases of carcinoma of the colon 
wou'd be diagnosticated early. Of course. in 
the chemical examination of the stool, a negative 
renort should not be given until at least four 
stoo's have been examined. Blood may not be 
present in the narrow seirrhous type of car- 
cinoma. When the growth is in the right colon, 
the blood is always mixed with the stool. When 
the growth is in the left colon, it is usually on 
the outside of the stool until the obstruetion is 
sufficiently complete to cause a churning up of 
the contents, making it fluid, in which the blood 
is mixed. In earcinoma of the lateral wall of 
the bowel, the blood is on the outside of the 
stool. It is quite possible to have visible blood 
wnd a negative guaiae test In such cases. 

One of the early symptoms is undoubtedly 
constipation ; as & matter of fact, this symptom is 
a late one in that it does not occur until the 
bowel is sufficiently narrow to cause a partial 
obstruction. Undoubtedly the use of oils has 
de’ayed patients in applying for aid, because 
the oil softens the stool and allows it to move 
along without any great discomfort. until the 
bowel is markedly obstructed. When compound 
cathartic pills were taken for constipation. the 
pain beeame severe very early; therefore the 
patient applied for relief early. Diagnosis is 
sometimes delayed also by the fact that the 
patient is put on to a low residue diet, in addi- 
tion to the oil. 

Pain is a symptom which most patients think 
of as associated with carcinoma, but in ear- 
cinoma of the colon and rectum, especially the 
rectum, it is not a very prominent symptom. [¢ 
much more frequently accompanies carcinoma 
of the colon. Many patients with carcinoma of 
the rectum do not admit that they have pain, 
but do state that they have a good deal of gas in 
the intestines. In carcinoma of the colon. the 





pain is due to attacks of obstruction, either due 
to the blocking up of a small opening, or to 
swelling of the whole growth which blocks the. 
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opening. The pain is colicky in character and 
is usua-ly localized in the lower abdomen, not 
infrequently in the right side of the lower ab- 
domen, that is, in the cecum. Carcinoma any- 
where in the colon can cause pain in the right 
lower quadrant, and this frequently leads to 
operation for acute appendicitis. The cecum is 
more easily distended than the other parts of 
the colon, and this disténtion causes pain and 
tenderness. It is here that we frequently have 
stercoral uleers. It may be of interest to some 
of you that in operating upon cases for aeute ap- 
pendicitis if you find a dilated appendix, you 
should look for carcinoma somewhere between 
the ascending colon and rectum. In careinoma 
of the eecum, there is frequently blocking at 
‘he ileo-ceeal valve. This causes back pressure 
in the small intestine and the pain is. therefore, 
veferred to the epigastrium. Patients with ear- 
cinoma of the rectum frequently have a dis- 
“omfort across the sacrum, but they rare!v have 
pain. 

Frequent movements are often an indication 
of carcinoma of the colon or rectum. In these 
lays of oils, it is usually the frequent howel 
movements which send the patient to the physi- 


sian. One should not ask patients if they have 
diarrhoea. Patients themselves rarely speak of 


it as diarrhoea. They often refuse to admit that 
they have frequent movements, but they wi} al- 
ways admit that they go to stool frequently to 
vet rid of blood and mucous, or a small stool. 
It is astonishing that these patients rarely admit 
that they have pain of any kind, even when 
they are having frequent movements. They do 
have a good deal of discomfort from @as and 
from frequent movements, but they rarely ad- 
mit that they have pain. Because they do not 
have pain, the family physician frequently ob- 
jects to a colostomy, and the patient rarely ap- 
preciates how uneomfortable he is until after a 
colostomy has been made. A symptom whieh 
should be noted and given attention is marked 
anemia, often without any other symptoms than 
loss of strength. This oceurs in earcinoma of 
the right colon. Examination will frequently 
reveal a mass. 

There is one condition which may be the cause 
of bleeding and it is very important,—that is, 
polyps. If nothing else is found in the reetum 
than blood coming from above, a polyp of the 
rectum or colon should be thought of. This is 
important because I believe that many c¢ar- 
cinomata of the colon start in polyps. We have 
many examples of carcinoma of the co'on and 
rectum surrounded by adenomatous polyps. 

Ilow are we to make a diagnosis? I have 
given you all the symptoms, but if we simply 
ask the patient if he has bleeding, constipation, 
diarrhoea and pain, and do not go into these 
symptoms in detail, it will be very difficult to 
get anything suggestive in many of the cases. 
If we simply tell patients when they have bleed- 
ing that they have hemorrhoids, without any 
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further investigation, or if we give them tablets 
when they have frequent movements, or oil 
when they are constipated, we have not gotten 
very far in the diagnosis. If there are any 
suggestive symptoms, carcinoma of the reetum 
must first be ruled out by digital and procto- 
scopic examination and then we must get what 
information we ean from the x-ray in regard 
to any growth in the colon. It must be remem- 
bered that x-ray examination of the colon is cor- 
rect in about 65% to 85%, depending upon the 
experience of the roentgenologist in this work. 
If the students in medical schools could be 
taught that bleeding from the rectum means ear- 
cinoma instead of hemorrhoids, we should he a 
long way on the road toward making the diag- 
nosis. Digital examination will reach the car- 
cinoma of the rectum in a great majority of 
‘ases, but the sigmoidosecope will reach it in 
100%. I believe that many more than are using 
the sigmoidoscope today could use it and learn 
a great deal about the condition of the rectum. 
Blood seen coming from above the anal region 
and a perfectly normal appearing rectum means 
an ulceration or polyp above the end of the 
proctosecope. This means carcinoma of the colon 
in a great majority of eases, occasionally tuber- 
culosis and oceasionally a polyp. One should 





never treat ulcerative colitis without first ex- 
amining the rectum with the proctoscope. The 
disease is practically always present in the ree- 
tum. 

In order to make a diagnosis of carcinoma of 
the colon, one should not depend alone uvon the 
x-ray, or examination of the stool, but should 
use every possible means at his command. If 
blood is seen coming from above, and a definite 
diagnosis cannot be made, the abdomen should 
be explored. 

As to end results, up to 1911, about 29% of 
patients were operated upon, and between 25% 
and 28 lived three years. At the present time, 
between 50% and 60% of the cases seen are 
operated upon and 63% live three vears. T am 
sure that many of you would be surprised to 
know how many patients live ten, fifteen and 
twenty years. It is true that the mortality is 
fairly high, about 20%, but the comfort which 
these patients get, sometimes only for a vear, 
is well worthwhile. As to colostomy, which is 
necessary in many of these cases, it can be said 
that if the patient is uncomfortable, he will 
never regret having a colostomy. These patients 
live happily and contentedly, even though there 
are unpleasant features about a colostomy. 


$$ i 


CARCINOMA OF THE STOMACH* 


EDWARD J. DENNING, M.D.t 


Y experience in carcinoma of the stomach, 
particularly in hospital work, is thet when 
we really see the case, everything is all over. 
It is the general impression given by every in- 
ternist that we should diagnose cancer of the 
stomach before it has any symptoms. The only 
way to get wonderful relief is to make a diag- 
nosis of carcinoma of the stomach or intestines, 
particularly of the stomach, before the patient 
shows any symptoms, but it is difficult to eet 
anybody to come to see a doctor if he has no 
symptoms. We have made mistakes insofar as 
we have waited until the patient showed all the 
typical symptoms of carcinoma of the stomach, 
loss of weight, ete., and when our diagnosis was 
finally made, and operation advised, the surgeon 
found it was inoperable. 

The Mayo Clinie say that 97% of all cases of 
earcinoma of the stomach ean be cured by sur- 
gery. If they can diagnose carcinoma of the 
stomach in an early and curable stage in 97% 
of their cases, then we should adopt their meth- 


‘ods of diagnosis. If you read Balfour, who has 


written an excellent article on carcinoma of the 
stomach and intestines, you will find that he says 
that carcinoma of the stomach can be diagnosed 
in its early stage by the fluoroscope in eases 


*Read at the Carney Hospital during the week of the Gradu- 
ate Course in Cancer, 1929. 

7 Denning—Physician-in-Chief, Carney Hospital, South Boston. 
For record and address of author see “‘This Week’s Issue,” 
page 189. 





that are showing only slight digestive symptoms. 

One thing I am trying to do is to convince 
every person over 35 who comes in with diges- 
tive symptoms to spend a little money for an 
x-ray and to see if the x-ray men can find out 
anything definite. I have never encouraged any- 
body who showed any pathology in the stomach 
to go ahead with medical treatment. Even in 
ulcer of the stomach, I always urge operation 
for I never allow an ulcer of the stomach to go 
on without attempting to see if it doesn’t show 
something more than an ulcer. 

The next thing that troubles a medieal man 
is that it is difficult to get patients to co-dper- 
ate with him and have an x-ray taken, and then 
it is difficult to get an x-ray man to say whether 
he does or does not find anything in the stom- 
ach. 


With regard to duodenal uleers—if the x-ray 
man or the fluoroscope man sees pathology in 
the duodenum, then a diet of some kind will 
do as much good as an operation. It is for- 
tunate that duodenal ulcers are ten times as 
common as gastric ulcers. Dr. Mallory said that 
in all the time he has been hunting through the 
duodenum, he has been able to find only four 
eases which showed carcinoma of the duodenum. 
The chief thing that I wish to impress en your 
minds is that we should try as early as possible 
after the symptoms have started, to have our 
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patients x-rayed and fluoroscoped, and if the 
x-ray man says there is any pathology in the 
stomach, whether it is carcinoma or ulcer, I be- 
lieve we should go to work right then and there 


and take care of it by an operative route. There 
is no reason why an ulcer of the stomach can- 
not become carcinomatous and there is no way 
of knowing when the change takes place. 


$$$ a———_—_— 


CARCINOMA OF THE STOMACH AND INTESTINE* 


FRED B. LUND, M.D.t 


HE whole story about carcinoma of the stom- 

ach or intestines is that they are going on 
inside of the body and cannot be seen: there- 
fore, diagnosis cannot be made until the ear- 
cinoma gives rise to symptoms, usually of an 
obstructive nature. <A carcinoma on the wall 
of the stomach may not cause obstruction, and 
I have seen a ease on the wall of the stomach 
which went ahead without symptoms until the 
whole stomach was involved. In carcinoma of 
the pylorus, however, there is liable to be pain 
and obstruction and the patient will lose weight. 

The same thing is true of cancer of the in- 
testine which is almost always cancer of the 
large intestine although I have had three cases 
of cancer of the duodenum. Cancer of the large 
intestine is commonest in the rectum, then in 
the sigmoid, then colon. In the sigmoid it is 
narrowing and causes obstruction as it forms 
a ring. It does not metastasize for a long time 
and it is accessible to operative removal. On the 
wall of the cecum there is no obstruction and 
the patient is sick for months before you can 
feel the tumor. 

I don’t know whether Dr. Denning svoke to 


*Read at the Carney Hospital during the week of the Gradu~- 
ate Course in Cancer, 1929. 

+Lund—Surgeon-in-Chief, Carney Hospital. For record and 
address of author see ‘‘This Week’s Issue,’’ page 189. 





you about examining the stools for occult blood 
which is a very important test. X-ray will not 
tell us the difference between cancer and ulcer, 
but it will tell you that something is there. In 
my experience I have never seen a cancer de- 
velop from a chronic gastric uleer, but I have 
the great authority of the Mayo Clinic against 
me who say that ulcer develops into cancer. 


The most favorable type of cancer of the in- 
testine is that which gives rise to symptoms 
while it is still small; that is, that causes 
obstruction, and a very important sign is 
curegling through an obstructive lesion. If you 
find signs of obstruction, be sure to find out 
what it is—do a laparotomy. I have seen bis- 
muth given to a patient for a long time until he 
got all stuffed up, so be careful about giving 
much bismuth by mouth. I had a ease of a man 
with obstruction in the sigmoid who had been 
under the eare of an internist for two weeks. 
These things are hidden and early attention to 
slight symptoms is necessary. The trouble is 
that the patient doesn’t go to a doctor and the 
doctor doesn’t like to say that the patient has 
cancer until he is sure of it. I have had twenty- 
five or thirty cases where the abdomen has been 
opened for cancer where I couldn’t do anything 
as compared to one where I could. 


—— 


THE RELIEF OF OBSTRUCTION TO THE CIRCULATION 
IN A CASE OF CHRONIC CONSTRICTIVE 
PERICARDITIS (CONCRETIO CORDIS) 


BY PAUL D. WHITE, M.D.,* AND EDWARD D. CHURCHILL, M.D.* 


NE of our greatest opportunities and satis- 
factions is the restoration of a cripple to 
normal existence. Especially is this true if the 
cripple is young and has a hopeless life before 


him. These opportunities have been increasing 
in recent vears with the remarkable develop- 
ments of orthopedic surgery and the modern 
medical treatment of tuberculosis and of the 
psychoneuroses. Even in obscure thoracic dis- 
ease the codperation of internists and surgeons 
may result in striking success, as in the case 
of the girl who is the subject of the present re- 
port. 

Chronic adhesive pericarditis not only varies 

*White—Instructor in Medicine, Harvard Medical School. 
For record and address of author see ‘This Week’s Issue,” 
page 189. Churchill—Associate Professor of Surgery, Harvard 


University. For record and address of author see ‘‘This Week’s 
Issue,’’ page 189. 





widely in its etiology but also includes a variety 
of structural lesions, differing mainly in posi- 
tion and in degree. In most cases the adhesions 
are so slight or unimportant that little or no 
handicap of ecardiae function exists. In these 
cases, in the complete or nearly complete ab- 
sence of symptoms and signs, the diagnosis of 
the condition during life is impossible, or is 
made only with great difficulty or uncertainty, 
and the pericarditis is discovered merely as an 
incidental lesion at postmortem examination. In 
such individuals the diagnostic error of omis- 
sion is unimportant and need not worry us. 
Occasionally, however, chronic adhesive peri- 
carditis is more serious, producing symptoms and 
signs of embarrassment of the circulation which 
may lead to serious crippling and eventually to 
death. The site and the degree of the involve- 
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ment govern the manifestations of the disease. 
The more serious cases probably always mean ex- 
tensive original inflammatory reaction of the 
pericardium or of the tissues immediately ad- 
jacent. Two chief groups exist and it is im- 
portant to try to distinguish between them 
since the circulatory handicaps produced are 
differ: nt and since treatment should be directed 
to combat these special handicaps. There are 
variations of these two main groups; sometimes 
they are combined but usually one or the other 
effcet predominates. 

These two important types of chronic ad- 
hesive pericarditis are: (1) cardiac adhesions 
to chest wall or diaphragm, and (2) constrict- 
ing adhesions over the heart chambers and 
ereat vessels. In the former case the reaction 
has been so extensive that it has spread beyond 
the visceral pericardium itself and has resulted, 
during the process of repair, in a glueing of 
the heart to actively moving structures. This 
entails much increased work for the heart, 
which beeomes enlarged both from the effect of 
the displacement of its wall due to the ad- 
hesions, and from the extra effort needed when 
diaphragm or chest wall is pulled in during sys- 
tole. It is in this type of adhesive pericarditis, 
when signs point clearly to adhesion of heart to 
thoracie wall, that the removal of a few ribs and 
costal cartilages over the precordium may be in- 
dicated. Such an operation—the so-called car- 
diolysis of Brauer but better designated ** pre- 
cordial rib resection for adhesive pericarditis’’ 
(thoracolysis praecardica)—may afford, in well 
selected cases, great relief with prolongation of 
life. 

Chronic constrictive pericarditis differs from 
chronic pericarditis with adhesions to chest wall 
or diaphragm in that the handicap is not vri- 
marily one of increased work for the heart but 
is racner one of mechanical obstruction to the 
entrance of blood into the heart through com- 
pression of veins and heart chambers by the 
sold thick contracted membrane that eneases 
them. Thus it is not heart strain that eives 
rise io symptoms and signs but insufficient car- 
diac intake with accumulation in the great 
veins and liver of excess blood that cannot make 
its way Into the heart chambers. It is obvieus 
that the simple removal of part of the chest 
wall will not correct this defect. There must 
be an actual resection of a part of the con- 
stricting thickened pericardium from the sur- 
face of the heart to free it—a pericardial de- 
cortication, with the eutting or removal of 


- constricting bands about the great veins if they 


exist. This is, of course, a more extensive oper- 
ation than simple thoracolysis, but it may be 
fol.owed by striking benefit. 

The so-called chronic mediastinopericarditis, 
when it takes the serious course of Pick’s disease, 
with evidence of obstruction to the circulation 
especially manifested by engorgement and 
eventual cirrhosis of the liver with ascites, is 





but a form of chronic constrictive pericarditis. 
Chronie mediastinitis sufficient to obstruct the 
circulation directly is generally associated 
with constricting pericarditis, which is the essen- 
tial responsible factor for the Pick’s syndrome ; 
involvement of the anterior mediastinum with 
cardiac adhesions to the thoracic wail consti- 
tutes the other important type of adhesive peri- 
carditis. The term ‘‘meciastinopericarditis”’ 
alone is an insufficient designation. 

The early and preponderant liver involvement 
in constrictive pericarditis is due not to a peri- 
hepatitis, which may or may not be present 
(depending on the occurrence or absence of 
polyserositis). but to the greater tendency for 
obstruction to blood flow out of the hepatic 
veins than in the inferior vena cava itself. This 
ereater liability to obstruction is due to two fac- 
tors: (1) the pressure in the hepatic veins is less 
than that in the inferior vena cava, the blood 
flow in the latter helping to carry the blood 
out of the hepatic veins into the heart; (2) 
the hepatie veins empty into the vena cava just 
below the diaphragm at an acute angle, which 
is easily made more acute with resulting narrow- 
ing of the mouths when there is pressure fron 
above by pericardial adhesions or fluid. Thus 
the signs of obstruction to the circulation in the 
liver come generally before dependent oedema 
appears, and they remain preponderant. The 
effect of gravity and the more frequent med)- 
astinal involvement of the inferior vena ecavi 
make venous obstruction more obvious in the 
lower part of the body than in the upper, but 
engorgement and pulsation of the superior ven: 
‘ava, Jugular and other veins in the upper part 
of the body are also not infrequent. 

There are many ec.inical accounts of the 
symptoms and signs of chronie adhesive veri 
carditis, but there has not been sufficient dis- 
tinction between the three groups described 
above, namely: (1) where the adhesions are so 
slight that there is little or no handieap, (2) 
where the adhesions to the chest wall or dia- 
phragm cause cardiae enlargement, cardiac 
strain and eventual failure, and (3) where the 
constricting pericardium obstruets the entrance 
of blood into the hoart with little or no involve- 
ment or enlargement of the heart itself. There 
may be valvular disease or other complications 
in addition to the pericarditis; in such cases 
the signs are complicated, as would be expected. 
and it may be very diffienit to pick out the per- 
icardial disease in the clinical picture. One of 
ihe best accounts of the symptoms and signs of 
chronic constrictive pericarditis is that of 
Volhard and Schmieden'. 

Operations for the specific relief of chronic 
constrictive pericarditis, that is, pericardial de- 
cortication (Delorme), have not been numerous. 
Thirty-seven operations, including that in the 
present case, have been collected from the litera- 
ture’. Five of these operations were not com- 
pleted. There were seven operative deaths 
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among the 32 cases with completed operation. 
In nineteen cases (59%) there was marked re- 
lief after the operation. The majority of the 
eases have been reported from Germany. The 
operation, in brief, consists of exposure of the 
pericardium after removal of several costal 
cartilages over the heart, the dissection of a con- 
siderable area (perhaps the size of the palm of 
the hand) of the thickened pericardium from 
the anterior surface of the heart with its removal, 
and the resection of constrieting bands about the 
sreat veins. 

The case of chronic constrictive pericarditis 
herein reported is of particular interest because 
of the striking benefit that has resulted during 
the past year following the operation of peri- 
cardial decortication, because it is one of the first 
cases in the United States in which the opera- 
tion has been attempted, and because of these 
few cases it is apparently the first one that has 
been successful. Tt is likely that the operation 
should) be undertaken in other eases in this 
country in the future and that with more ex- 
pericnee and careful selection of eases it should 
become an important means of restoring to a 
normal life certain people with crippled cireu- 
lations. 


CASE REPORT 


Catherine S., born September 5th, 1909, is said to 
have had symptoms and signs of her present. ill- 
ness first at the age of five years. Ocersional 
dyspneic spells occurred and the physician who was 
consulted told the mother that the liver was en- 
larged and that there was fluid in the abdominal 
cavity. After this she continued in fair health until! 
she was 14 years old, when she again had dyspnoea 
on exertion and in spells, along with ascites. The 
following year, at the age of 15 years, she came 
under the observation of the Medical Service at the 
Massachusetts General Hospital, where she has been 
examined at intervals ever since (from January, 
1925 to the present time, August, 1929). For the 
past two years she has been under the special care 
of the Cardiac Clinie staff. There was no history 
of rheumatism. 

On admission to the medical werd, in January 
1625, her complaints were of swelling of the abdo- 
men and of dyspnea and fatigue induced by slight 
exertion such as climbing a flight of stairs. Physi- 
cal examination showed a voung girl of healthy ap- 
pearance except for the presence of slight engorge- 
ment of the cervical veins with pulsation, diseased 
tonsils, a moderately loud apical systolic murmur a‘ 
the cardiac apex, enlargement of the liver, the edge 
being felt 6 centimeters below the costal margin, 
und a moderate amount of fluid in the abdomen. 
There was thought to be slight cardiac enlargement 
The heart shifted with change in position and there 
was no Broadbent sign. The lungs seemed norma! 
and there was no respiratory distress when quiet. 
Digitalis therapy was begun, but no change in the 
patient’s condition resulted. A diagnosis was made 
of chronic adhesive pericarditis, ascites and tonsil- 
litis. 

During the next two and one half years there was 
« gradual inerease in symptoms and signs with 
increasing disability, so that for the year preceding 
operation in July 1928 the patient was pbedly 
crippled, being bedridden about half the time. 
Dyspnea on exertion and abdominal swelling in- 
creased, and oedema of the legs appeared and per- 





sisted. Therapy was of no avail, except that para- 
centesis temporarily reduced the amount of fluid in 
the peritoneal cavity. The abdomen was tapped 
three times, first, in 1925 when 4500 ce. of clear fluid 
were removed, second, a few months later when 
ten liters were withdrawn, and third, in 1928 when 
2500 ce. of clear fluid were removed. Guinea-pig 
inoculation with the fluid in 1925 proved negative 
for tuberculosis. Rest in bed, digitalis and 
diuretics were ineffective in clearing up the ascites 
and oedema. Early in 1925 tonsillectomy was done 
without resulting change in the condition. 

In the spring of 1928 the girl was in poor condi- 
tion and there seemed to be little that could be done 
to help her, but it was decided to send her into the 
hospital ward once more (for the third time) for 
study and consideration as to the possibility of op- 
erative relief for mechanical circulatory obstruction 
due to the chronic adhesive pericarditis, which was 
considered to be of the so-called ‘‘mediastinal” type, 
or Pick’s disease. She entered the hospital in June 
1828 with considerable dyspnoea (orthopnea), fluid 
in both pleural cavities, marked oedema of both 
legs extending up over the sacrum ead into the 
abdominal wall, and much ascites and liver en- 
largement. The pulse was rather small but es- 
pecially so during inspiration (so-called pulsus para- 
doxus). The vital capacity was 1600 ce.; in 1925 
it was 2600 cc. Roentgen ray study showed a promi- 
nent heart shadow, apparently somewhat enlarged 
but without any evident adhesions to the thoracic 
wall; the heart shadow moved away normally trom 
the anterior chest wall on inspiration. ste: tro- 
cardiograms in 1925 showed normal rhythm at a 
heart rate of 80 to 90 and inverted T waves in Leads 
I and II. There was no difference in the electrical 
axis in left lateral recumbency, right lateral recum- 
benecy and while sitting erect. 

After several weeks of study, with unsuccessful 
attempts at diuresis by the use of salyrgan, it was 
decided to operate. In the absence of evidence of 
echesions to the chest wall the usual simple “car- 
diolysis” of Brauer or thoracolysis praccard’:a, was 
thought to be inadequate and plans were made to 
resect the pericardium itself should the diagnosis of 
constricting adhesions be confirmed. Successful 
cases reported in the foreign literature were re- 
viewed and on July 18, 1928 the operation was car- 

















Diagrammatic representation of pericardial sac, showing 
resected portion 


ried out, under ether anesthesia, at the Massachu- 
setts General Hospital by one of us (E. D. C.). Five 
costal cartilages, from the third to the seventh in- 
clusive, were resected with short portions of the 
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fourth and fifth ribs. Through this approach, with 
the left pleura retracted laterally, the pericardium 
was exposed. It was found to be much thickened 
and scarred, and it firmly enclosed the heart, which 
was obviously unable to pulsate freely in its grip. 
A sheet of pericardium about the size of the palm 
of the hand was resected from the anterior aspect 
of the heart (see figure), during which operation 
there was some bleeding from the heart’s surface. 


At once the heart expanded through this gap in the 


rigid pericardial membrane and its pulsations ob- 
viously increased in extent and freedom. The left 
half of the sternum was cut away with rongeurs and 
the dissection of the pericardium was continued a 
short distance further, as far as the right auricle. 
Finally a constricting band with calcareous nodules 
kinking the inferior vena cava just above the dia- 
phragm was discovered and resected, allowing the 
great vein to resume its normal calibre. At the 
end of the operation the muscle and skin flaps were 
brought back into position over the exposed heart. 


Following the operation for a few days there was 
some fever and tachycardia and then a rapid con- 
valescence began. With astonishing speed the 
oedema of the legs subsided along with the pleural 
fluid and most, if not all, of the ascites. In three 
weeks the patient lost twenty pounds in weight, the 
height of the spontaneous diuresis occurring on the 
fifth day after the operation. She rapidly regained 
her strength and lost her dyspnoea and was dis- 
charged to her home from the hospital four weeks 
after the operation (August 16th, 1928). An elestro- 
cardiogram September 7, 1928, showed normal 
rhythm at a rate of 90 with low T waves and rather 
lew voltage. 

During the past year since her operation the 
patient has continued her steady improvement so 
that now she lives a perfectly normal life for a 
girl of her age (19 years). She has been able to 
walk several miles a day, to dance, and even to 
run for trains without undue shortness of breath. 
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She naturally feels that a miracle has been accom- 
plished in her case, as do her family and friends. 
When last examined (August 14, 1929) she looked 
in excellent health and showed no abnormalities 
except for the defect in the chest wall over her 
heart and slight enlargement of the liver, the edge, 
not tender, being felt indistinctly 4 cm. below the 
costal margin. The heart itself showed little or no 
enlargement. The apex impulse and left border of 
dulness were made out 8 cm. to the left of the mid- 
sternal line in the position of the 5th interspace, 
just beyond the midclavicular line (7 1/2 cm. from 
the midsternum). There was no abnormal percus- 
sion dulness at the right of the sternum or at the 
base. The heart sounds were of good quality. There 
were no murmurs. There was a slight retraction of 
the left breast and anterior wall with systole. 
There was no evidence of ascites or oedema of the 
legs. There was a very slight venous pulse visible 
in the neck in the upright position. 

The etiology of the pericarditis in this case is 
unknown. 

SUMMARY ° 


The possibility of striking improvement in a 
serious case of chronic constrictive pericarditis 
(coneretio cordis) by pericardial resection 
(decortication) is illustrated in the present re- 
port of a young girl whose life was changed 
from that of a bedridden cripple to normal 
healthy activity. A few other successful opera- 
tions like this have been reported, mostly in the 
German literature. 
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AN INCARCERATED APPENDIX IN THE SAC OF AN 
INGUINAL HERNIA 


BY DUNLAP P. PENHALLOW, M.D.* 


UCH has been written concerning the find- 

ing of the vermiform appendix in hernial 
sacs, and, while not a common complication, :t 
occurs in a sufficient number of cases to be 
borne in mind as a possibility when operating 
on a right-sided inguinal hernia. 

As regards its occurrence, the figures vary 
considerably with different observers. De 
Garms', in his series, found the appendix com- 
plicating a hernia in 1%. He also states that 
he believes such eases to be more liable to at- 
tacks of appendicitis, due to the greater liabil- 
ity of trauma to the appendix when lying in 
a hernial sae. Coley? states that of 400 chil- 
dren operated for hernia at the Ruptured and 


Crippled Hospital the appendix was found in 


9 cases. 

Certain writers also advocate the routine re- 
moval of the appendix when doing a hernior- 
rhaphy**; it is not the purpose of this article 
to discuss such a procedure, but simply to pre- 
sent a case where the appendix was found in- 


*Penhallow—Instructor in Orthopedics, Georgetown University 
Medical School. For record and address of author see ‘This 
Week’s Issue,’”’ page 189. 





earcerated in a hernial sac and where it was 
necessary to remove the appendix in order to 
perform a radical operation for the cure of the 
hernia. 


C. N., a colored boy of 14, was admitted in May 
1928 to my service at Gallinger Hospital with a 
right inguinal hernia. 

HISTORY: The patient stated that he had had 
this hernia since he was two years of age and also 
that there had been no increase in size for the past 
two to three years and that the hernia had always 
been easily reducible. His bowels had always been 
regular and he had never had any sharp abdominal 
pains. The history was negative as regards any in- 
formation pertaining to attacks of appendicitis, but 
it is interesting to note that he did complain of a 
slight pulling sensation in the right lower quadrant, 
especially when the hernia was at its maximum, and 
that dull pains were occasionally referred to Mc- 
Burney’s point. 

EXAMINATION: The patient was a well developed 
and nourished colored boy with good musculature. 
His heart and lungs were normal; the abdomen soft, 
flat and relaxed; there was no tenderness and no 
masses. In the right inguinal region there was a 
mass, when the patient stood, emerging from the 
external inguinal ring and extending into the scro- 
tum. The external inguinal ring was enlarged and 
easily admitted the tip of the examining finger and 
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there was a marked impulse on cough. When the 
patient lay down, the mass was easily reducible, was 
not tender, and the sac. did not appear to be thick- 
ened; it apparently contained some omentum and 
clinically was a simple indirect inguinal hernia. 
OPERATION: The usual procedures for a hernia 
of this type were carried out. The hernial sac was 
easily found and isolated, and when opened was 
apparently empty except for a small piece of omen- 
tum, which was easily replaced in the abdominal 
cavity. It was then discovered that the sac con- 
tained a thickened appendix firmly adherent to the 
posterior inner wall of the sac. The appendix was 
slightly congested and had a bulbous tip. The cae- 
cum at the base of the appendix was found present- 
ing at the internal ring and being somewhat adher- 





its 
to the posterior wall of the hernial sac which has been opened 


Thickened appendix adherent throughout whole length 


anteriorly. When was opened the appendix was found 


to be slightly congested and with a bulbous tip. 


sac 


ent at this point, was not easily mobilized. Consid- 
erable difficulty was experienced in freeing the base 
of the appendix from the sac, and, at the same time, 
leaving enough of the sac to effect a proper closure 
of the neck, but this was finally accomplished and 
the appendix and the sac were removed in toto. The 
stump was cauterized and inverted, the caecum re- 
placed in the abdominal cavity and the neck of the 
sac ligated. Up to this point the operation had been 
rather difficult, but the repair of the hernia itself 
presented no unusual difficulty and was done in the 





usual manner without transplantation of the cord. 

The patient made an uneventful recovery and was 
discharged from the hospital in three weeks. 

The specimen (illustration) was sent to the patho- 
logical laboratory and reported on as follows: The 
specimen consists of a sac about the size of a small 
hen’s egg, to the inner posterior wall of which is 
intimately attached an appendix which shows some 
congestion of its serosa. No meso-appendix is de- 
monstrable and the appendix. is attached to the sac 
wall practically to its tip. 

Microscopic Examination: The appendix shows a 
little low-grade chronic inflammatory reaction but 
censiderable hyperplasia of the lymph follicles. 


SUMMARY 


Several points of interest appear worthy of 
comment in this ease. 

1. Lack of symptoms and of history refer- 
able to the appendix. The fact that there was 
an incarcerated appendix in the sae was never 
suspected. The dragging sensation, which the 
patient stated was present, was felt to be due 
to the pull of the hernia on the peritoneum, but 
at operation it could readily be seen why a 
certain amount of discomfort was present when 
the hernia was at its maximum. 

2. Ease of reduction of the hernia. Cer- 
tain writers claim that a hernia containing an 
appendix is usually irreducible, that the sae is 
thickened and is tender to deep pressure’ but 
in this case none of those factors were present. 
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THE DESATNICK INFANTICIDE* 


BY FREDERICK H. BAKER, M.D.T 


HIS case of a somewhat unusual infanticide 

with an autopsy, and with a subsequent 
trial, which brought forth a rare, unusual ver- 
diet ending with the death of the father in the 
eleetric chair, is reported to this Society for 
several reasons. The chief reason is to stress the 
outstanding value of a careful medico-legal 
autopsy and to review together certain condi- 
tions which are necessary to enable a Medical 
Examiner to perform a medico-legal autopsy in 
as skillful a manner as is the work of a sureical 
team in our best operating rooms. 

The ideal medico-legal autopsy calls for. first, 
a trained team, consisting of pathologists and a 
chemist ; secondly, a properly equipped morgue, 
to which is attached a modern laboratory. 

It is difficult to see how it is possible, without 
these conditions, to furnish true, accurate and 
complete evidence of the cause and manner of 
death to the court and jury. 


HISTORY 


About 6 o’¢lock on the evening of June 6, 
1927, a youne man, while putting his canoe in 
the waters of Lake Quinsigamond, on the 
Shrewsbury side, saw something in clothing, 
floating a few feet from him. This object was 
in very shallow water, very near a low stone 
embankment wall, which borders the Lake at 
that point, opposite 62 South Quinsigamond 
Avenue, Shrewsbury, Mass. 

Ile notified a neighbor, who, in turn, notified 
the officers of the police patrol boat; they inves- 
tigated and found the floating object to be a 
dead baby, which was fully dressed. | was noti- 
fied as Medical Examiner and the body was 
removed to the Worcester City Hospital moreue, 
where I made an examination a short time after 
it was found. The baby was fully clothed. with 
a sleeping bag outskle, which was buttoned up 
with the baby’s arms inside. The clothing was 
carefully examined and notes made of its posi- 
tion and of its character; it was subsequently 
dried and carefully preserved. 


CLOTHING 


The child was dressed in an eiderdown sleep- 
ing bag with hood, pink scalloping on edges, 
white knitted sweater, blue Angora collar, cuffs 
and bands down the front, white knitted bonnet, 
Blue Angora band about the faee and blue tie 
ribbons, pink and white outing flannel night 

*Read before the Massachusetts Medico-Legal Society, 
ary 6, 1929. 
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Febru- 


For record and 
page 189. 





dress, outing flannel Gertrude, shirt (Vanta 
vest, size 2), sleeveless band, large diaper, of 
birdseye cloth, and white woolen stockings. 

There was no disarrangement of the clothing 
and no stains or discolorations were found wpon 
the clothing. 


REPORT GF Tk AUTOPSY 


An autopsy was ordered by the District At- 
torney. 

The autopsy was performed’ by Dr. Frederick 
If. Baker, Medical Examiner, assisted by Dr. 
Ernest L. Hunt, Associate Medical Examiner. 
Miss Charlotte 8S. Alling, chemist. 

Body that of a well developed, well nourished. 
plump, female infant, measuring 23 inches in 
length, net weight 12 Ibs. Black hair. brown 
eyes, with a very dark, swarthy complexion. 
Rigor mortis still present to a slight degree but 
not as prominent as at the time of the view. 
about 7 P. M., June 6, 1927. No marked de- 
composition. Very little softening of the soles 
of the feet and palms of the hands. No marks 
about the neck or any part of the body. The 
one and only striking feature different from the 
normal was the presence of a marked amount of 
lathery froth in both nostrils and in the mouth. 
which is typical of that seen in drowning: eases. 

Briefly stated—the autopsy showed the usual 
findings in a death by drowning, namely: the 
lathery froth in the nostrils and mouth with 
this same froth in the trachea and larger bronehi 
with their mucous membranes deeply injected. 
Numerous minute hemorrhages seattered here 
and there over the surfaces of the lungs. Both 
lungs were engorged but there was no watery 
fluid in the air passages. 

There were several minute hemorrhages seat- 
tered over the right and left ventricles of the 
heart. 

The examination of the stomach proved to be 
of considerable importance in the subsequent 
trial of this case,—not only to fix the time of 
death by stomach contents but to confirm the 
administration of castor oil a short time before 
death. The stomach contained about 7 ounces 
of a very watery, milky fluid with milk eurds. 
There were large and small oil droplets mixed in 
this fluid which resembled castor oil. 

The mucous membrane of the stomach was 
pale and of normal appearance. 

Subsequent chemical examination of the oil 
found in the stomach responded to the tests for 
castor oil. 

All of this chemical work was done in a routine 
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manner, before its great importance at the trial} married, of a female infant on January 30, 1927, 

was realized. at the Boston Homeopathic Hospital. On Feb- 
as seaniiie. aie —_ a ruary 14, 1927, Desatnick and Miss G. took the 

CHEMICAL EXAMINATION OF THE STOMACH CON- baby to Mrs. Jackson, in Arlington Heights, 


TENTS TO DETERMINE THE CHARACTER OF THE 
OIL FOUND IN THE STOMACH 


The oil was separated from the stomach con- 
tents by extraction with ether. Evaporation of 
the ether extract left about 14 teaspoonful of 
light colored oil. Addition of an equal volume 
of 95% aleohol to this oil showed it to be com- 
pletely soluble in the alcohol. This at once 
suggested eastor oil, that being the only fixed 
oil which is miscible with aleohol. 

For further identification the alcohol was 
evaporated off on the water bath and the saponi- 
fication number of the oil was determined by the 
method given in the U. 8S. Pharmacopoeia. As 
a control the saponification number of a known 
sample of castor oil was also determined. The 
close agreement of these two results (known 
eastor oil : 189.7; oil from baby’s stomach 187.1), 
together with the miscibility with alcohol, 
identified the oil as castor oil beyond reasonable 
doubt. 

The recovered castor oil was preserved for 
court evidence. 

The examination of all the other organs of 
the body showed no structural changes and a 
verdict of death by drowning was made. 

While the cause of the death at the completion 
of the autopsy seemed plain, the manner of the 
death, whether accidental or homicidal, was not 
determined for several weeks, at which time the 
infant was identified and the father’s arrest 
followed. 

The baby was not buried after the autopsy 
but was kept by the writer in the medico-legal 
morgue at the Worcester City Hospital, await- 
ine identification, for it was felt that this was a 
case of infanticide,—that the baby had _ been 
thrown into Lake Quinsigamond and drowned 
and that its positive identification might unravel 
the mystery of its death. 

The identification was brought about when a 
neighbor, after waiting about 8 weeks, showed 
a newspaper clipping to Mrs. Jackson, who had 
boarded the baby. 

On August 5, 1927 the baby was identified 
positively and its clothing identified by Mrs. 
Florence G. Jackson of Arlington Heights, Mass., 
who came to Woreester, and on the following 
day, by her husband and by Nathan Desatnick, 
23 vears of age, of Boston, as his child. Later 
he was arrested and the following chain of 
events was brought out in evidence, ending in 
the conviction and electrocution of Nathan 
Desatnick as an ‘‘aeccessory before the fact’’ and 
not as a principal in the killing of his infant 
child. The evidence revealed that Desatnick 
had kept company with a 19 year old girl 
named Anna G. Subsequently she became preg- 
nant by him and was delivered, while still un- 





Mass., and she agreed to board the baby for 
$10.00 a week. The baby remained there until 
June 5, 1927. Desatnick and Miss G. were mar- 
ried on May 2, 1927, but they showed very little 
interest in the baby and did not take her to 
their home; in fact, they visited the baby only a 
very few times. 

On June 5, 1927, about 9:30 P. M., Desatnick 
appeared with an open Ford at the Jackson 
home in Arlington Heights and told Mrs. Jaek- 
son that he was going to take the baby to New 
York. where he and his wife were going to live. 
Mrs. Jackson objected strenuously to his tak- 
ing the baby in the automobile late at night. 
especially as it was a cool evening. She even 
offered to accompany him to New York or to take 
it there herself the following morning, but he 
refused this offer. She then offered to adopt the 
baby legally, but Desatnick refused. Just be- 
fore he started away with the baby, she gave the 
baby a bottle of milk and administered a tea- 
spoon of castor oil. He took the baby and placed 
it on a quilt in the tonneau of the open Ford, 
but owing to the objection of Mrs. Jackson, if 
was placed on the back seat and covered up and 
that was the last time she saw the baby until she 
saw it at the Worcester City Hospital Morgue 
two months later. 

After Desatnick’s arrest, he maintained that 
he did not throw the infant into Lake Quin- 
sigamond. He claimed that he had given the 
baby to a man named Balkan, who agreed for 
the sum of $25.00 which Desatnick paid him, to 
take the baby to New York. Desatnick said that 
he believed that Balkan had taken the baby to 
New York but allowed that he had never heard 
from Balkan nor had he made any effort to find 
out about the baby. He was unable to prove the 
existence of any man named Balkan nor could 
he produce any one who knew Balkan. 

The District Attorney argued that Balkan, 
the mystery man, existed only in the imagina- 
tion of Desatnick and was entirely mythieal. 


COMMONWEALTH VS. NATITAN DESATNICK 


Trial at Worcester, Mass., October 31—Novem- 
ber 5, 1927 at the Superior Criminal Court. 
Before Judge Charles H. Donahue. 
Charles B. Rugg, Esq., District Attorney for 
Worcester County. 
Defendant’s Lawyers—Ceorge KR. 
dsq. and H. H. Hartwell, Esq. 
Nathan Desatnick, 23 years of age, born in 
Russia of Jewish parentage, a fruit pedler in 
Boston, was indicted by the Grand Jury of 
Worcester County under two indictments. 
Ist. AS PRINCIPAL IN THE KILLING 
OF HIS [ILLEGITIMATE FEMALE 
CHILD. 


Stobbs. 
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29nd. AS AN ACCESSORY BEFORE THE |trict, which includes Worcester and _ several 
FACT IN THE KILLING OF HIS| large towns around Worcester. 
ILLEGITIMATE FEMALE CHILD. a 
; ‘ ; CONCLUSIONS 
After a trial lasting about 4 days, the jury 
brought in a verdict of ‘NOT GUILTY’ in the} Without an identification of this baby and its 
lst indictment charging him with being a| clothing, no indictment or conviction could have 
Principal. THE JURY, HOWEVER, FOUND | been obtained and another murderer would have 


HIM GUILTY ON THE SECOND INDICT- 
MENT OF ‘‘PROCURING MURDER IN THE 
FIRST DEGREE AS AN ACCESSORY BE- 
FORE THE FACT.” THE COURT SEN- 
TENCED HIM TO BE ELECTROCUTED. 
THIS SENTENCE, AFTER AN APPEAL, 
WAS SUSTAINED BY THE SUPREME 
JUDICIAL COURT AND HE WAS ELEC- 
TROCUTED IN BOSTON ON JULY 17, 1928. 

The Jury’s verdict of ‘“NOT GUILTY” as a 
principal but ‘‘GUILTY’’ as an accessory be- 
fore the fact caused some surprise. 

The death sentence for an ‘‘accessory before 
the fact’’ was the first of its kind in this Com- 
monwealth for over 100 years. 

In 1828, in the ease of the Commonwealth vs. 
Knapp, tried in Salem, Mass., Daniel Webster, 
trying for the government, secured a conviction 
as an ‘‘aeeessory before the fact’’ with a death 
penalty. This case was the trial of a murder of 
a sea captain and still known as a famous erim- 
inal ease. 

Until the outeome of this infanticide trial, it 
is a remarkable fact that it has been many 
decades since any criminal has been put to 
death for murder in the 11th Worcester Dis- 


gone unpunished. However, in this case, the 
body of the infant and its clothing were pre- 
served for two months, when identification was 
complete and positive. 

The routine examination of the stomach con- 
tents, including the milk eurds and the recovery 
of the eastor oil, fixed the approximate time of 
death. 

EXHIBITS AT THE TRIAL 


1. Every article of the clothing found on 
the infant. 

2. The stomach eontents, milk, ete. 
The castor oil recovered from the stomach. 


oe 

Ilere in Worcester we constantly make use of 
routine cultures of the organs if any infection is 
suspected. In practically all autopsies a Wasser- 
mann and a Kahn test for syphilis is done and 
much valuable information is constantly being 
obtained ; for it is certain that the more we know 
about syphilis, the better will be the autopsy. 
Chemical analysis, especially for aleohol in the 
brain, is highly important. This is especially 
true in many types of automobile fatalities. 

Medical Examiners should do more autopsies 
—striving always for more accuracy, using the 
aids of modern scientific medicine. 





NORTH SHORE BABIES’ HOSPITAL 


Twenty-four premature infants were admitted dur- 
ing the past year to the North Shore Babies’ Hos- 
pital of which Mr. Bayard Tuckerman, Jr., is the 
President. At the present time there are three of 
these very small children at the Babies’ Hospital 
coming from Beverly, Salem, and Lynn. 

When these three patients, who are all boys, were 
first admitted to the Hospital they all weighed be- 
tween three and four pounds and they have been 
gaining steadily until today they all weigh a little 
over five pounds each. It is most interesting to watch 
these three little boys develop as they all apparently 
came into this world with about the same chances 
of survival. The nurses note most carefully each 


stage in the development of them in order to see 
just how they respond to the scientific treatment 
that has made possible their physical growth. 
is given 


Skilled and scientific attention these 





premature cases at the North Shore Babies’ Hospital. 
Four graduate nurses are in regular attendance; 
four affiliated nurses from the Salem Hospital and 
the Essex County Sanitarium who are receiving their 
training in Pediatrics also assist in this Depart- 
ment as well as nine nursery maids who are receiving 
their training at the Babies’ Hospital. 

Miss Dorothy Smith, R. N., is Superintendent of 
the Hospital. 





ADDITIONS TO THE BOSTON CITY HOSPITAL 


Plans for additions to the Boston City Hospital 
which will cost $1,500,000 are about ready for the 
necessary approval. They include a surgical build- 
ing, a medical building, an administration building 
and dormitories for nurses, internes and orderlies. 

Mayor Curley has always been interested in public 
health matters and it is expected that he will push 
the work to early completion. 
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INJECTION TREATMENT OF VARICOSE VEINS* 


BY C. A. RAVEY, M.D.f 


URING the past few years a considerable 
amount of literature has been written on the 
subject of the injection treatment of varicose 
veins and a very large number of patients have 
been treated in this way. This paper, therefore, 
is a review more or less of the literature and the 
statements made and the conelusions arrived at 
are the result of this study supplemented by per- 
sonal experience at the Artz clinic in Vienna and 
a small series ‘of cases treated during the past 
few months. 


The treatment of varicose veins by the injec- 
tion of chemicals is not a recent discovery. As 
early as 1851 Pravaz treated aneurysms by in- 
jecting ferric chloride solution using for this 
purpose a syringe of his own invention. Very 
little was heard of Pravaz and his method how- 
ever aS most surgeons regarded the procedure 
as a dangerous one on account of the possibility 
of embolism. In 1868 Gay used ferric chloride 
solution in the treatment of varicose veins and 
this solution was used somewhat, at about the 
same time, in England, France and Germany. 
However the bulk of the credit for reviving this 
method of treatment during recent years is due 
the French workers. Tavel in 1904 was appar- 
ently one of the first to use this method and later 
Sicard and Forestier two of his fellow country- 
men. Sicard noticed while treating soldiers for 
syphilis by the intravenous injections of luargol 
that the veins became obliterated after several 
injections. The same observation was made by 
Linser of Germany using mercurie chloride. [T.in- 
ser used mercuric chloride for the treatment of 
varicose veins until 1923 discarding it at that 
time because of its occasional toxie effect. Dur- 
ing recent years many different solutions have 
been used, chief among these are sodium salicy- 
late, sodium chloride, quinine urethrane and 
sugar solutions. 

As to the etiology of varicose veins of the 
lower extremity. There are nearly as many dif- 
ferent opinions as there are writers. The most 
prominent theory, however, is that the patient 
has a congenitally weakened vein wall upon 
which a phlebitis has been superimposed further 
weakening the wall. The phlebitis is a low 
grade affair and usually without symptoms. The 
extremely weakened vein wall gives way, dilates 
and elongates producing the typical varicose 
vein. Occupational stasis, pregnancy, pelvic tu- 
mors, ete., no doubt have their influence. The 
changes which occur in the vein wall are of an 
inflammatory character. 


*Read at the Annual Meeting of the Vermont State Medical 
Society, Bellows Falls, October 10, 1929. 
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The flow of blood in varices particularly the 
larger ones is stationary or slowly toward the 
heart while the patient is reeumbent and toward 
the periphery when the patient stands, the blood 
flowing down the superficial saphenous through 
the communicating veins to the deep system. 
Therefore any treatment. must have as its ob- 
ject the destruction of these varices with their 
reverse flow. 

The use of sclerosing solutions has distinet ad- 
vantages over the treatment by operation; there 
is no loss of time, the treatment being an ambula- 
tory one; no hospitalization with its heavy finan- 
cial burdens; no anesthetic is needed which 
makes this type of treatment available for a 
larger number of cases; no disfiguring scars; 
practically no danger as to life as is evidenced 
by the low rate of mortality and what is also to 
be considered is the fact that many patients with 
small varices will avail themselves of this type 
of treatment for cosmetic reasons alone when 
they wouldn’t consider operation. 

As to the dangers of this treatment. Embolus 
is the complication most feared, yet MePheeters 
of Minneapolis, who has given over 50,000 injec- 
tions, reports a mortality rate from this cause of 
0.00754 per cent. which is about one-seventh of 
the rate for operative cases. Kilbourne reports 
a death rate of 0.4 of one per cent. Thornhill re- 
ports over 15,000 cases without a single case of 
embolism. Riehl of the Artz clinic in Vienna 
made the statement to his students that he pos- 
sessed figures on over 80,000 cases, none of which 
showed any serious complications. Non-fatal 
pulmonary emboli which are rather frequent 
after operative treatment is a negligible compli- 
cation following the injection of sclerosing sub- 
stances. Pneumonia which is responsible for a 
mortality rate of 0.41 per cent. following opera- 
tion is rare in these ambulatory patients. 

Recurrence following the treatment by injec- 
tion is less common; figures collected show that 
injection of sclerosing chemicals is five to six 
times more certain of permanent cure than oper- 
ation. One must remember however that the 
saphenous vein must be obliterated or the likeli- 
hood of recurrence is greater. 

Following injection the pathological changes 
which take place are :—first, a cloudy swelling of 
the intima which spreads to the outer coats, thus 
the lumen is pinched off and the blood squeezed 
out of the vein as it becomes of smaller calibre. 
As this oceurs the flow of blood is slower and 
thrombosis takes place which is the second path- 
ological change. The clot is firm and practically 
a part of the vein wall itself making the danger 
from embolus practically nil. Thirdly, the vein 
with its clot now becomes organized. These 
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changes are dependent upon the amount and the 
type of solution used and it must be noted that 
the substances used are chemicals which produce 
a sclerosis rather than a thrombosis. The danger 
of the chemical reaching the larger, deeper veins 
is not a matter about which one should worry, 
for here the flow is more rapid and the volume 
of blood larger, the chances of sclerosis and 
thrombosis being correspondingly lessened. 

As has been stated the flow of blood in vari- 
cose veins is reversed when the patient stands. 
This can be demonstrated by the Trendelenburg 
test. The patient’s leg is well elevated after 
which the varices empty. Next the proximal end 
of the great saphenous vein below Poupart’s lig- 
ament is compressed and the patient is asked to 
stand. If the veins remain empty but fill up 
with a gush of blood from above when the com- 
pression is relieved the test is positive for val- 
vular incompetence of the ereat saphenous vein. 
If the veins fill up sudden!y on standing before 
compression is relieved, the anastomoses with 
the deep veins must be insufficient. Tf now the 
compression is relieved and the veins become 
still more prominent the test is doubly positive 
for incompetence of both saphenous and anasto- 
motic valves. Finally if after elevation and com- 
pression the veins fill up slowly from below on 
standine and do not dilate more after relieving 
the pressure, the test Is negative, the valves are 
competent. 

It is also very important that the deep cireu- 
lation be tested for its potency. Uf there is no 
swelling around the ankle or calf in spite of 
marked varicosities we can be sure that the deep 
venous circulation is funetionine because the cir 
culation in the dilated superficial system is re- 
versed when the patient is in the upright posi- 
tion and does not function. If there is oedema 
of the ankle and calf it is advisable to apply a 
moderately tight elastic bandage reaching from 
the ankle to the knee joint, which should com- 
press the superficial veins. In almost every in- 
stance the patient experiences a relief from this 
support, but if his deep venous cireulation is 
thrombosed and the saphenous system is the 
main channel of venous return, the patient will 
complain of pain and the swelling below the ban- 
dage will increase. In such a ease it would be 
a grave mistake to excise or obliterate the vein 
in any possible manner as the deep veins are 
thrombosed and the superficial dilatation is com- 
pensatory. 

Before treating varicose veins by either oper- 
afion or injection it is always well to cheek up 
on the arterial circulation. In old people it often 


‘happens that the varicose svndrome is associa- 


ted with peripheral arteriosclerosis. One case 
of complete obliteration of the popliteal artery 
with eangrene over the anterior tibial surface, 
which had been treated as a varicose ulcer, has 
heen reported. 

The treatment itse!f is easily carried ont as 
an office procedure and with very little discom- 
fort to the patients. As has been mentioned be- 





fore various sclerosing substances have been 
used. The one which I use most often is a 60% 
solution of dextrose and Jevulose. After test- 
ing out the arterial and deep venous circulations, 
the patient is placed in a recumbent »osition 
on a couch or table, the area over the site of 
‘jection is cleansed with alcohol or ether and 
the vein to be injected is constricted above and 
below by means of a metal ring which is held 
in position by an assistant or by means of a 
strap which encircles the leg. With a ten cubic 
centimeter syringe fitted with a two-way pet- 
eock and a needle of fairly small calibre end 
with a short bevel the area which has been iso- 
lated from the rest of the vein is now drained 
of its contained blood. the valve of the neteock 
is turned so as to allow the sugar solution to 
he forced into the vein until it is quite is- 
tended. The needle is now withdrawn an! pres- 
sure made over the ptncture wound. Pressire 
is maintained and the metal ring held in n!lace 
for about five minutes when it is removed aad 
a small sterile dressing applied which exerts 
some pressure over the area treated. The pa- 
tient is now allowed to go about his usual daily 
routine, being advised against takine part in 
strenuous exercise or lying down. 

This solution is strone enough to prodmnee 
sclerosis of the vein wall vet does not produee 
slonghing if injected into the perivenous tissue, 
it has therefore the added advantage of being 
available for the treatment of very small hatr- 
ike veins which one is often asked to inicet 
for cosmetic reasons. The use of the two-way 
peteock allows the solution to be injeeted in 
evreater concentration. 

These treatments ean be administered every 
two or three days. The only discomfort experi- 
enced by the patient is a cramp-like pain which 
lasts but a short time and does not prevent the 
patient from carrying on his usual routine. 
There is usualiy some redness and tenderness 
alone the course of the obliterated vein which 
lasts for three or four days. 

The results following injection vary, one in- 
jection often causing obliteration of most of the 
vein, 

This type of. treatment is available for a large 
percentage of cases of varices, about the oniy 
contraindication being a recent phlebitis or 
thrombosis of the deep venous system. 

In conclusion, it is evident, that we now have 
a safe, ambulatory, fairly comfortable treat- 
ment for varicose veins and that the ineidenee 
of serious complieations or recurrence is less 
than with surgical operation. 


BIBLIOGRAPHY 


H. MctNim: The Present Status of the Treatment of Vari- 


cose Veins by Injection. Canadian Medical Association 
Journal—November 1928. 

H. O. McPheeters: Varicose Veins; The Injection Versus Op- 
erative Treatment. Journal of Surgery, Gynecology and 
Obstetrics—June 19°9. 

Cc. F. Dixon: The Injection Treatment of Varicose Veins. 


Staff Mectings of the Mayo Clinic—January 25, 1929. 
G. de Takats: The Treatment of Varicose Veins and Ulcers 
IHinois Medical Journal—August 1929. 














Volume 202 
Number 4 


VERMONT STATE MEDICAL SOCIETY—WHITE 175 





VERMONT STATE MEDICAL SOCIETY 
President Dalton announced the title of the 
next paper by Benjamin White, Ph.D., of Bos- 
ton, Director of the Division of Biologie Lab- 
oratories, Department of Public Health, for 


Massachusetts. This address by Dr. White was 
given under the provisions of the Holton Fund, 
which was established by Henry D. Holton, and 
provides that a public health lecture be given at 
each medical Society meeting. 


SERUMS AND VACCINES IN THE PREVENTION AND 
TREATMENT OF COMMUNICABLE DISEASES* 


Resume 


BY BENJAMIN WHITE, PH.D.T 


ECAUSE of the rapid progress of biologic 

therapy a frequent appraisal should be made 
of the various serums and vaccines offered to 
the medieal profession. For such an appraisal 
we mav turn to the immunologist who, because 
of his knowledge of the nature and the physio- 
logical and immunizing action of these prepara- 
tions ean predict their prophvlactic or curative 
action and define their limitations. This knowl- 
edge must of course ke supplemented by clinical 
experience, based not on a few or many sinele 
eases but upon parallel series of cases, some of 
which are treated and some untreated. When 
these ertteria are applied, the use of serums and 
vaceines will be placed on a conservative and 
probably a more enduring basis. 

Amone vaccines, those proposed for the pre- 
vention of colds and influenza, and whooping 
cough were discussed with the conclusion that 
they might or might not be of value, but they do 
not rank high as immunizing agents. The proper 
use of Schick outfits and diphtheria toxin-anti- 
toxin mixture was described and emphasis laid 
upon the necessity of controlling all cases treated 
with toxin-antitoxin mixture by a subsequent 
Schick test six months after such treatment. 

Diphtheria toxoid, as a substitute for the 
present toxin-antitoxin mixture, is an admirable 
immunizing agent for childven under six years 
of age but may produce local and constitutional 
reactions in persons in the higher age group 

The products concerned in the control of 
scarlet fever were described and the value of 
searlet fever antitoxin in the treatment of the 
disease was emphasized. 

For the treatment of persons bitten by rabid 
does the glyeerinated or phenolized vaccines. ac- 
cording to the last Paris Conference, give the 
fewest failures and the smallest percentage of 
sequelae. For exposure and for bites of moderate 
severity the fourteen day treatment suffices, but 
for severe bites and wounds about the head the 
twenty-one day treatment is advised. 

The increase in cases of cerebro-spinal menin- 
vitis ealls attention anew to the need of early 
diagnosis and prompt serum treatment. The 

*Read at the Annual Meeting of the Vermont State Medical 
Society, October 10, 1929. 

*White—Director, Division of Biologic Laboratories, Depart- 


ment of Public Health, Commonwealth of Massachusetts. For 
record and address of author see ‘‘This Week’s Issue,”” page 189 








polyvalent serum now available should be used 
as soon as possible and the case controlled by 
serological tests on the meningococeus isolated 
from the patient, using several lots of anti- 
meningococcus serum, preferably of different 
manufacture so that an efficacious serum mav be 
selected, 

Diphtheria antitoxin is still the same sovereign 
remedy for diphtheria that it always has heen. 
It is now available in more highly concentrated 
and refined form and its administration is caus- 
ing fewer and fewer cases of serum sickness. tn 
administering it, the general practice is now to 
inject it subeutaneously only for prophvlaxis. 
In treatment the intramuscular route is the one 
of choice except in severe cases where both intra- 
venous and intramuscular injections are mace. 
In regard to dosage, the opinion of Schick may 
be safely followed. According to his exveri- 
ments, the maximum dose that is needed would 
be 500 units per kilo of body weight for the most 
severe Cases. 

There is nothing new to be said about tetanus 
wntitoxin, Its injection is still indicated in all 
wounds into which dirt may have penetrated, 
and should subsequent surgical intervention be 
necessary, further doses of the antitoxin are 
viven. In the treatment of cases of tetanus the 
injections should always be made intrasyinally 
and large doses should be given without hesita- 
tion. 

Mor measles, convalescent sertun is at present 
our only means for combatting this disease. 
Given within five days after exposure a person 
is either spared an attack of measles or the dis- 
ease Is mild resulting usually in a lifelong active 
immunity. 

In anterior poliomyelitis Aveock and his asso- 
ciates believe more and more firmly that the 
serum of blood taken from patients convalescing 
from poliomyelitis if administered early in the 
lisease will check the progress of the infeetion. 
So far this apparently is the only agent which 
has been found to have any value in this eon- 
dition. 

For more detailed information regarding 
serums and vaccines see White, Benjamin: New 
ENGLAND JOURNAL OF MepicINge, 199, No. 11, 
page 9505, Sept. 13, 1928; White, Benjamin: 
Annals of Internal Medicine. October, 1929. 
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Discussion, FoLLow1ne Dr. WHITE’sS PAPER 


PresipeNt Dauton: I am afraid that both 
men who are down to discuss this paper are ab- 
sent. Dr. French is not here, and Dr. Gardinier 
is detained. The paper is open for general dis- 
cussion. The opportunity of having Dr. White 
here to answer questions on these subjects is 
something that you don’t get every day, and if 
you have questions regarding the administration 
of these biological agents, now is the time to ask 
Dr. White about it. 


Dr. Ricker: In view of Dr. White’s remarks 
about the indefinite effect of some of these sne- 
cific serums, I would like to ask his opinion of 
the value of non-specific proteins, such as horse 
serum, skim milk, ete. ? 


Dr. Borsrorp: Has postvaccinal encephalitis 
become the problem here that it has on the other 
side ? 


Dr. Miner: How about the serums for pneu- 
monias and for grouping pneumococci? 


Dr. Wuitney: Did I understand the Doctor 
aright, a dose of 25,000 units of diphtheria anti- 
toxin? Isn’t that a large dose? 


Dr. McSweeney: What is your opinion of 
tetanus antitoxin, and in how large doses should 
it be given? 


Dr. Buopcert: Are ‘‘eold’’ baeterins, con- 
taining the four types of pneumococcus, of any 
special benefit? In colds do those types in a vac- 
cine help in protection against pneumonia ? 


Dr. Wuirte, closing discussion of his own 
paper: In regard to the non-specific protein 
therapy, I wish I could tell you that I knew 
something about it. I think we must grant that 
the injection of foreign proteins frequently has 
a curative effect, but what the nature of their 
action is still remains a problem. 


In regard to the importance of post-vaccinal 
encephalitis I feel that the European situation 
has been overemphasized. In the report of the 
British Commission are included 91 eases of this 
disease reported since 1922 and of these 40 cases 
undoubtedly can be disregarded as not having 
been eases of encephalitis. Even at the most it 
would be only 91 eases in four and one-half 
million vaccinations. There is nothing to show 
that encephalitis is caused directly by a virus in 
the smallpox vaccine virus, although it may be 








possible—but it does not seem probable—that 
vaccinia may cause a latent infection to develop 
and cause encephalitis. 

In regard to antipneumocoecie serum, we have 
always believed that for lobar pneumonia due to 
Type I pneumococeus the early administration 
of this serum was of distinct benefit. Recent 
studies by Park, Cecil and others seem to show 
that pneumococcus antibody solution prepared 
by the method of Felton is of benefit in eases of 
lobar pneumonia due to Type I pneumococcus 
and somewhat less valuable where Type IT pneu- 
mococeus is concerned, but of no value in cases 
due to Type III or Group IV pneumococci. 
Serums for typing pneumococci can be obtained 
from the various commercial laboratories. 

Answering the question as to whether or not 
25,000 units of diphtheria antitoxin is a large 
dose, I might say that according to Schick’s 
criterion 50,000 units or more may be given to 
an adult and, therefore, 25,000 units is not a 
large dose in a moderately severe or severe case 
of diphtheria. 

Concerning the dose of tetanus antitoxin, it is 
eustomary to give 1,500 units immediately after 
the wound is received and to repeat this dose if 
there is any subsequent surgical interference. 
In treatment large doses are given intrasninally. 

Answering the question about the possible im- 
munizing effect of pneumococeus as contained in 
“‘eold’’ vaecines, while we originally felt that 
they were of no value, recent work by Goodner 
and by Barach would seem to show that the in- 
jection of killed pneumococci in the form of a 
vaccine produces a rapid immunity to pneu- 
mococcus. Although this immunity is transient 
and rarely lasts over forty days, such a vaccine 
might be of some value in protecting a person 
against those pneumonias due to pneumococcus. 


PRESIDENT Dauron: We thank you, Dr. 
White. 





BENNINGTON COUNTY MEDICAL SOCIETY 


The regular meeting .of the Bennington County 
Medical Society was held December 30, at the Put- 
nam Hospital, Bennington, Vt. 

The principal subject discussed was melano-sar- 
coma. The subject was illustrated by many x-ray 
plates and pathologic slides. 

There was a good attendance. Out-of-town guests 
included Dr. Ellis Kellert, Schenectady, N. Y.; Doc- 
tors Walter Leonard, Denver Vickers and Chas. H. 
Holmes of Cambridge, N. Y. 

JOHN O. LANE, M.D., Secretary. 
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PROGRESS IN NEUROLOGY—1929 


BY ABRAHAM MYERSON, M.D.* 


ROGRESS in neurology in the year 1928 con- 

sisted largely in advanees all along the line; 
that is to say, in the accumulation of data re- 
earding the nervous diseases and in an increase 
of precision in the methods used for study. No 
entirely new diagnostic or therapeutic innova- 
tion has been made in this vear. 

THE CEREBROSPINAL FLUID: Hubert 
S. Towe!, dealing with the mechanism for the 
maintenance of intracranial pressure takes the 
following position: The cerebrospinal fluid is 
secreted mainly through the choroid plexus and 
from the perivascular channels of the brain 


which eommunicate with the sub-arachnoid 
space. The absorption of cerebral spinal fluid 


oceurs through the difference between the os- 
motie pressure of the venous blood channels 
and the cerebrospinal fluid. The normal pres- 
sure of the spinal fluid, which is sufficient to dis- 
tend the spinal dura moderately, is roughly equal 
to the venous pressure, while the normal cere- 
bral arterial pressure is about six times the 
venous pressure. An increase in the intra- 
cranial pressure, caused by augmentation of the 
amount of fluid in the subarachnoid space causes 
a compensating rise in the venous pressure ard 
this in turn creates a rise in the general arterial 
pressure. That is to say, when there is intra- 
cranial pressure, the general arterial pressure 
rises, probably as a late factor and not as an 
early diagnostic factor. 

H. G. Wolff and H. S. Forbes*! studied the 
pial circulation during changes in intracranial 
pressure. They find that the rate of blood flow 
through the cerebral vessels depends on the re- 
lationship of the intracranial venous pressure 
to the intracranial arterial pressure. When the 
intracranial pressure is raised to a great height, 
the blood flow in the pial circulation becomes 
slow, with dilatation of the veins and arteries. 
Under extreme pressure the cerebral circulation 
stops and the arteries become narrow and emnty. 
Moderately increased intracranial pressure does 
not cause any rise in the systemic arterial pres- 
sure. (Thus they agree with the author previ- 
ously cited.) The rise in pressure of eerebro- 
spinal fluid raises the pressure in the capillaries, 
in the arterioles, and in the smaller arteries of 
the pial, at the same time causing dilatation of 
all these vessels. When the intracranial pres- 
sure becomes so great that cerebral circulation 
begins to fall, then the systemic arterial pres- 
sure begins to rise and the circulation in the 
brain is re-éstablished. (That is, the rise in 

*Myerson — Professor of Neurology, Tufts College Medical 


School. For record and address of author see ‘‘This Week’s 
Issue,’’ page 189. 





systemie arterial pressure in the course of in- 
creased intracranial pressure is a compensatory 
mechanism, whose function is to re-éstablish cir- 
culation in the brain.) Sudden release of high 
intracranial pressure (as, for example, bv the 
lumbar puncture) brings about great dilatation 
of pial arteries. This, therefore, is a hint 
against withdrawing too much spinal fluid in 
eases of intracranial pressure. 

G. 8. Enfield and Magnus C. Petersen™* show 
that, on the whole, blood pressure is not essen- 
tially involved in the ordinary lumbar puncture. 

The moot point in recent years has been the 
blood in the cerebrospinal fluid of the new-born. 
A. good many papers have been written in recent 
years to show that there is considerable tranma 
to the new-born child and the evidence for this 
opinion is largely based upon the blood in the 
spinal fluid. A. Levinson*’ states that 60% of 
the fluids obtained from new-born children is 
xanthochromie and that the natural color of the 
cerebrospinal fluid in normal new-born infants 
has been a matter of dispute. He leans to the 
belief it is normally colorless and that vellow- 
ness or xanthochromia indicates some degree of 
cerebral hemorrhage. Thus his opinion com- 
pletely supports the point of view that there is 
considerably more trauma in birth than has 
hitherto been supposed to exist. 

One of the most important of the rather rare 
syndromes is the subarachnoid hemorrhage. 
Charles Bagley*, in an interesting account, is 
experimentally and clinically led to the belief 
that the presence of blood in the cerebrospinal 
fluid creates important symptoms in and bv it- 
self. The syndrome he describes is very like 
what has been ealled subarachnoid hemorrhage. 
The treatment is, apparently, the removal of the 
blood, because its slow absorption is associated 
with meningeal thickening, and frequent lumbar 
puncture removal of the bloody spinal fluid pre- 
vents, at least to a very large extent, this men- 
ingeal thickening. 

The prevention of the lumbar puncture head- 
ache is discussed by R. Targowla and O. Om- 
bredane**. They report good results from intra- 
venous injections of a solution of 1 g. of caleium 
chloride and 1 gm. of glucose in 10 @.e. of dis- 
tilled water immediately after the lumbar punc- 
ture is done. 

The use of the hypertonic solution in brain 
conditions has long been known and is of great 
importance in reducing swelling of the brain. 
The use of the hypertonic solution is the subject 
of an important paper by Lawrence S. Kubie??. 
Since the result of the intake of the hypertonic 
solutions, such as water, is to increase the 
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amount of cerebrospinal fluid, Kubie has insti- 
tuted a technique of permanent drainage of the 
cerebrospinal fluid, coupled with the use of the 
hypertonic solution. A needle is placed in con- 
stant position by the lumbar puncture method 
and large quantities of water continually admin- 
istered, either by mouth or by reetum. This has 
the effect of increasing the cerebrospinal flow, 
and, in a practical way, washing out the men- 
inges lining the subarachnoid spaces, thus offer- 
ing a technique for the treatment of subarach- 
noid meningitis (the usual meningeal involve- 
ment). Physiologically, this method is as sound 
as the old adage that ‘‘where there is pus, there 
evacuate.’’ (It needs to be said, however, that 
its utilization at the Boston City Hospital Nerve 
Service has thus far not led to striking therapen- 
tic results. ) 

BRAIN TRAUMA: Fenwick Beekman” has 
studied the end results of 331 cases of head in- 
jury in children. He states that children on the 
whole are better adapted to stand injury to the 
brain than adults. This is in large measure due 
to the fact that the dura is not strongly attached 
to the bones of the vault, and the vessels of the 
dura lie in comparatively shallow grooves, thus 
eliminating one of the sources of dural hemor- 
rhage. About 2347 of the children suffering from 
injuries to the head have some type of sequelae 
but few of these are permanent. Less than 5‘ 
have symptoms of permanent injury. Headache, 
emotional instability, marked nervousness, and 
a distinct change of personality are common 
symptoms which last for a few months or more. 
Conservative treatment, which really means no 
especial treatment, appears to give the best. re- 
sults in injuries of the head in children. 

©. P. Symonds" studied coneussion and con- 
tusion of the brain. He defines concussion as a 
condition of subtotal cessation of cerebral fune- 
tion following immediately upon the injury and 
lasting only a few moments with subsequent com- 
plete recovery from the concussion itself within 
twenty-four hours. He explains concussion as 
being due to a transient cerebral anemia caused 
by the squeezing of the brain and the skull. In 
the case of contusion there is always bruising and 
petechial hemorrhage, often with maximal in- 
tensity at the point of contrecoup. The dura- 
tion of unconsciousness is longer than in concus- 
sion and usually more than twenty-four howrs. 
There is a major and a minor contusion; the ma- 
jor contusion being associated with clouding of 
consciousness and stupor. Instead of making 
rapid progress toward normal mental state, 
whieh is characteristic of concussion, the patient 
remains stuporous, restless, and irritable. 

EPIDEMIC ENCEPHALITIS: There has 
been, practically speaking, no fundamental prog- 
ress made in the understanding of this disease 
or in the treatment of the subsequent develop- 
ments. Josephine B. Neal*! goes over the entire 
field of the etiology of epidemic encephalitis and 
comes to the conelusion that the etiologic agent 





of epidemic encephalitis has not been aseer- 
tained. 

The aftermath of epidemic encephalitis grows 
more gruesome as the cases are followed year by 
year. Allan C. Parsons*® states that if 100 cases 
are investigated, say, three years after the pri- 
mary illness, 35 patients have died, 25 patients 
have survived, 40 are more or less disabled in 
mind or body. The total of those disabled in 
mind or body becomes appallingly greater as the 
length of time after the initial illness inereases. 

Knud Winther®” shows that the optie nerve 
may be involved as an aftermath of epidemie en- 
cephalitis. Wimmer’® deseribes epileptic attacks 
in chronic epidemic encephalitis as does Soko- 
lansky**. Wimmer*! further describes psychotic 
syndromes in chronie epidemic encephalitis. 
Mental states following chronie encephalitis have 
vradually assumed more importance. Wimmer 
points out that psychasthenic states, states of 
depression, character changes, confusional states. 
and hallucinatory paranoid states occur in adults 
as well as in children. 

An interesting find in the diagnosis of the type 
of Parkinson’s disease following encephalitis is 
the curious oily face. Lhermitte** removed small 
pieces of skin and he demonstrated hypertrophy 
of the subaceous glands and dilatation of their 
ducts. (This oily skin does not occur in the 
cases of true Parkinson’s disease which are not 
related to epidemic encephalitis. ) 

There are a few articles on newer treatments 
of the Parkinsonian syndrome following en- 
cephalitis. These do not seem to the reviewer 
very promising: Alajouanine, Horovitz and Gop- 
ceviteh'; Sophie Shapiro'!; and H. N. Jaffe?°. 
None of these workers has studied enough eases 
to give the conclusions much validity, nor do 
the good results described seem of permanent na- 
ture. 

Measles has been given some prominence as a 
cause of encephalitis in children. See papers by 
Josephine B. Neal and E. Applebaum*’; by F. 
Wohlwill’’; and by Frank R. Ford’ as repre- 
sentative. 

NEUROSYPHILIS: The main interest in 
neurosyphilis has been the use of malaria in the 
treatment of general paresis. H. A. Bunker® and 
G. H. Kirby’®; Max <A. Bahr and W. L. 
Bruetseh* are representative of the optimistic re- 
ports that appear in the literature concerning 
the treatment by malaria. There have been a 
good many foreign articles on the subject. All 
of the papers conclude that the treatment of gen- 
eral paresis by malaria is of value in certain se- 
lected cases; that more remissions occur; that 
the remissions last longer; and that some indi- 
viduals have been returned to the community 
and are able to work. 

It is of interest to know that the institutions 
of Massachusetts have, on the whole, dropped the 
use of malaria; there are only one or two insti- 
tutions at the present time where any active 
treatment by malaria is in use. The reviewer 
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does not feel that the case for the use of malaria 
has been completely proved and feels that not 
enough study has been made of untreated cases 
of general paresis as a control and a cheek. 

G. B. Hassin’* has re-introduced a treatment 
for tabes dorsalis by neo-arsphenamine which 
seems promising. Hassin has believed for a 
long time that inflammatory changes take place 
in the posterior epidural space as well as in the 
dura and that there are always inflammatory 
and hyperplastic changes in the perineurium of 
the posterior roots. Consequently, he has given 
treatment of neo-arsphenamine in the epidural 
spaee, mainly in the region of the sacral-hiatus. 
The dose used is 0.3 em. of neo-arsphenamine 
dissolved in 10 ¢.c. of distilled water, injections 
being given twice a week for a period of four 
weeks or less. Of forty patients receiving treat- 
ment, at the time of the report, the greatest im- 
provement was in ataxia and the shooting pains; 
the general condition of the patient improved ; 
favorable effects were noted usually after the 
first fwo injections. One patient suffered severe 
injury to the nervous system as a result of treat- 
ment and died. Hassin cautions that one should 
not pass the needle further than 8 em. into the 
space and not to use force in injecting the solu- 
ion. 

Interesting work has been done in recent years 
in the distribution of iron in the brain cells of 
paretics. FF. W. Struwe!’ has never failed to 
find the characteristic iron granules and bases 
his opinion that they occur as a constant phe- 
nomena by the study of sixty brains. The denos- 
its occur early in the disease. 

F. Proescher and A. Arkush** push this in- 
quiry a step further by studying the iron con- 
taining cells in the spinal fluid of paretices. They 
deseribe a simple method for staining iron gran- 
ules in gitter cells and adventitial cells 
which have escaped into the spinal fluid. To the 
sediment obtained by centrifuging 5 or 10 ©.e. 
of spinal fluid are added 5 ee. of a mixture of 
aqueous solution of ammonium hydrosulphide, 
» parts, and 96% alcohol, 95 parts. This is again 
centrifuged, and the sediment examined under 
the microscope. The adventitial cells appear 
large, irregular, and refractile, and the pigment 
is generally in the form of deep black, large an- 
eular or rounded granules. 

ARTERIAL ENCEPHALOGRAPHY: This 
extraordinary and daring technique was devised 
by Eeaz Moniz'* whose first paper on the sub- 
ject was published in 1927. Following the 
method of the visualization of the gall-bladder, 
Moniz devised a method of ‘injecting 6 or 8 ee. 
of 25% sodium iodide solution into the internal 
carotid artery. In a paper published in 1928 
Moniz"! gives the technique. Each internal car- 
otid artery was exposed and injected with 5 ¢.e. 
of warm 25% sodium iodide solution; the left 
artery being done 19 days after the right. X-rays 
were immediately taken in 1/10 second. While 
the arterial tree appeared normal on the left 


side, that on the right side showed displacement 


upwards of the middle cerebral artery. Conse- 
quently, a diagnosis of tumor of the right 
temporal lobe was made, the correctness of 
which was proven by operation when a large 
glioma was partly removed. <A later ease re- 
ported by Moniz and Lima** concerns a patient 
who went into coma and died, in whom a brain 
tumor was suspected. In order to test the new 
method, a sodium iodide solution was imjected 
into both earotid arteries after death. On the 
left side injection was easily made, and the 
arterial tree was normal; on the right side injec- 
tion, more difficult, showed displacement of 
sylvian artery and consequently a diagnosis of 
tumor of the right temporal lobe was made. 
Necropsy proved this to be correct. Thustrations 
in these two cases cited are quite econvineing. 

J. A. Sieard and J. Haguenau’ believe that 
this method needs extraordinary technique and 
is extraordinarily dangerous, and they feel that 
they have failed to arrive at practical conelusiens 
in their own cases. After experimenting on dogs, 
these authors injected lipiodol into the common 
or internal carotid artery without exposing it 
surgically and without ligature. In two cases of 
general paresis this was done without any diffi- 
culty but the arborizations of the arterial tree 
were not well shown, probably because the pic- 
tures were taken too slowly. On two eases of 
brain tumor the lipiodol was arrested in fine 
arborizations or in the vicinity of the tumor. 
One of these patients had severe headaches and 
vomiting for several days. The second developed 
convulsions and died 8 hours after the injection. 
In view of these results they tried other methods 
and found that lipiodol can be injected withont 
pain or complication into the superior longi- 
tudinal sinus through a small trephine opening. 
In the films the superior longitudinal, lateral, 
petrosal, and cavernous sinuses may be shown. 
The authors have not yet arrived at any eon- 
clusions as to the practical value of such sinus 
injection. 

Less spectacular and more in the routine of 
neurology at the present time are the various 
forms of disclosing the form and shape of the 
subarachnoid and ventricular spaces by air in- 
jection. F.C. Grant! believes as a result of bis 
studies that what is known as ventricular estima- 
tion is the safer procedure than ventriculog- 
raphy. (Ventricular estimation consists of three 
determinations: the position of the lateral ven- 
tricle by the ventricular puncture, the size of 
each lateral ventricle by measuring the amount 
of fluid obtained from each, the communieability 
of the lateral ventricles by injecting indigoear- 
mine into a lateral ventricle and then aspirating 
the fluid elsewhere. ) 

Elsberg and Silbert'* state that ventrieular 
estimation should always be done first, because 
there is a certain amount of danger by the in- 
Jection of air by ventricular puncture. Fried- 
man, Snow and Kasanin'® contrast lumbar ver- 





sus ventricular encephalography, that is, the in- 


Jection of air by the lumbar route as compared 
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with the injection of air by the ventricular 
route. They draw the following conclusions: 
Injection by the lumbar route, endolumbar insuf- 
flation of air, is a safer procedure for diagnostie 
purposes. It elucidates and clears up many 
phases of cerebral diagnosis. It is less likely to 
give very serious complications than the injec- 
tion of air through a trephine orifice by the 
ventricular route. However, it is more often 
associated with disagreeable headache and 
symptoms of this type. For persons with pos- 
terior tumors of the fossa and for the demonstra- 
tion of obstructive internal hydrocephalus, the 
Dandy procedure still remains the preferable 
method. Balado’s® technique made visual the 
third ventricle by intraventricular injection of 
lipiodol. He injected 2 ¢.c. of 830% lipiodol into 
the left posterior horn of the lateral ventricle 
and demonstrated a beautiful photographie re- 
sult. 

Further studies have been done on Von H'p- 
pel-Lindau disease. A paper by Kufs**: this 
syndrome is the oceurrence of angiomatosis of 
retina associated with angiomatosis of the brain 
itself. Nevus, if found on the body and espe- 
cially the retina, is associated frequently with 
nevus of the brain. 

A good deal of study has been given to frontal 
lobe tumors. Kubitschek** states that there are 
no definite mental or physieal signs of frontal 
area tumor. The frontal lobe is neurologically a 
silent area. Inereased intracranial pressure 
symptoms and the involvement of adjacent 
structures are often the most important signs. 
Ventriculography and ventricular estimation 
are diagnostic measures, however, of great value. 

In recent times the so-called ‘‘foreed grasp- 
ing’’ in frontal lobe tumor has heen emphasized. 
Lhermitte*® cites a case in which this is present 
in frontal lobe tumor. In this ease, an object, 
when put in the patient’s hand, was grasned 
firmly without her knowing why she did so. Ap- 
parently, the grasping reflex oceurs in other 
diseases than those of tumor of the frontal lobe, 
but is mainly diagnostic of this condition. (See 
paper by D. M. Salkan.)*® 

From the clinic of Harvey Cushing comes a 
noteworthy paper on the roentgen therapy of 
gliomas of the brain. The authors are Percival 
Sailey, Merrill C. Sosman, and Arthur van 


‘Dessel*. Of 62 cases considered for this study 


they reached the following conclusions: 1. X-ray 
therapy of intracranial gliomas should be under- 
taken only after an attempt has been made to 
extirpate the tumor when localized, or after de- 
compression has been done in ease the tumor 
cannot be localized. 2. X-ray therapy will not 
cure any glioma but exercises a restraining influ- 
ence upon the growth of the most rapidly 
developing types, notably the meduloblastoma 
and the spongioblastoma multiforme. 3. It is 
probably wise to give a series of treatments post- 
operatively even in the case of benign gliomas, 
with the exception of the fibrillary astrocytoma 
and the ependymoma, for some of them have a 





tendency to increase in malignancy after opera- 
tive interference. X-ray therapy in any ease of 
intracranial tumor must be given with the ut- 
most caution, for it may result in headache, 
vomiting, delirium, and even the death of the 
patient. 

EPILEPSY: <A most important contribution 
to the subject of epilepsy is the monograph by 
Stanley Cobb and W. G. Lennox®*®. It reviews 
the entire symptomatology, pathology, and espe- 
cially the biochemistry of this condition. They 
finally conclude that there is no definite bio- 
chemistry of epilepsy; that, however, there is a 
very direct relationship of the number of attacks 
to the acid-alkaline balanee of the blood: that 
when acidity inereases the attacks diminish, and 
with alkalosis the attacks increase. Thus, as 
Lennox?’, points out in several other publica- 
tions, notably the New ENGLAND JOURNAL OF 
MEDICINE, July 12, 1928 ‘‘Ketogenie Diet in| 
Epilepsy’ ’ the beneficial effect of ketosis is due 
to the Ane and any method of produeing 
acidosis reduces the attacks. Lennox", examin- 
ing the plasma bicarbonate in 100 patients with 
epilepsy, finds in the main that the base was 
normal. Any abnormality was in the direction 
of inereased alkalinity. A more general study 
by Pierre Marie*® states that epilepsy is not a 
neurosis and is the result of environmental 
factors, among which are head trauma and in- 
fectious diseases. He uses boric-potassie tartrate 
(as well as luminal) in doses 45 to 75 gr. a dav. 
Bigwood* states that the tartaric acid in the 
borie-potassie tartrate has its beneficial effect 
because it is liberated by contact with the gastric 
juice, stabilizes the ionization of the blood and 
counteracts the tendency to alkalosis. 

S. A. Wilson*® deseribes a large number of the 
more obscure epileptic variants, such as the 
akinetie epilepsy, the vasovagal attacks of 
Gowers, breathing difficulties, nausea, ete. It is 
to be noted that neither Marie, Bigwood, nor 
Wilson believe in the heredity of epilepsv, and 
Cobb and Lennox, while stating that there is 
some constitutional predisposition, do not in any 
way link this constitutional state with heredity. 
This is in line with what the reviewer has fre- 
quently pointed out—that as our knowledge of 
disease increases, hereditary factors tend to he- 
come less important. 

The relationship of convulsions in infaney to 
epilepsy has interested a great many workers in 
America. W. J. Shanahan*, studying 1000 
cases of epilepsy, finds 32.6% had convulsions in 
early life. This is, on i whole, in line with 
most of the work done and indicates, as the au- 
thor states, that the individuals having convul- 
sions in infaney show a predisposition to epilepsy 
later on. The epileptic temperament, so-called, 
receives a blow from Hugh T. Patrick*? who 
states that in dealing with “epileptic children he 
does not find any epileptic temperament or char- 
acter and that what is frequently called epileptic 
character is the result of epilepsy and has no 
etiological relationship. It is noteworthy that as 
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epilepsy is commencing to establish a biochemical 
relationship, the talk about its being of psycho- 
analytical importance is disappearing. 

Among the newer treatments for epilepsy is a 
contribution by H. Dennig'?. He used calcium 
chloride and ammonium chloride in a total 
amount of about 14 oz. a day. Results, however, 
were valuable for brief periods only. Wennox 
and Cobb** have worked further on the fasting 
treatment of epilepsy. They find no permanent 
improvement as a result of fasting. This is 
merely in line with their observations about the 
acid base balance of the blood. 

Some of the work on migraine is of interest. 
William Allen? comes to the conclusion that 
migraine is inherited as a dominant unit Men- 
delian character. The reviewer feels that in 
order to substantiate this opinion, a good many 
conditions not migraine were brought into the 
study. <As to the pathology of migraine, D6ll- 
ken!” finds that the basis of migraine is contrac- 
tion of the arteries, dilatation and inereased 
permeability of capillaries and dilatation of 
veins. Attacks can be brought about by the use 
of histamin, and he believes that the nitrites are 
valuable drugs in their treatment. Tzanck** 
uses tartrate of ergotamin given by mouth in 
doses of 2 mmg. This drug, tartrate of ergota- 
min, is obtaining some prominence in the Eu- 
ropean literature, but does not seem to be used 
in the U. S. at all. 
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PAIN IN THE BACK. COUGIL AND LOSS 
OF WEIGHT 


Mepican DEPARTMENT 


An American linotype operator sixty-four 


tion at night, vomiting, cough, pain in the back, 
fatigue and loss of weieht of eight months’ dura- 
tion. 

In December nocturnal urination came on 
eradually, increasing to two to five times at 
admission. fle had dribbling for half a min- 
ute at the end of micturition. Six months be- 
fore admission he began to have tntermittent 
pain, dull with sharp stabs. low in the back 
radiating to the right hip. It became more 
severe and frequent until it was now practie:- 
lv constant and kept him awake. For five and 
a half months he had had productive couch, 
worse four weeks before admission, when he 
vomited at the end of some of the attacks with 
relief for the rest of the day or night. During 
the past week the attacks of coughing and also 
the vomitine had been less frequent.  Durine 
the past month he had had marked loss. of 
sirength and of appetite and his bowels had be 


come constipated. For the past three weeks | 


cathartics had often had no effect. In June 
and July his tonsils were removed by electric 
cautery. During the eight months his weieht 
had fallen from 170 to 156. 

His father died of shock. his mother of 
‘stomach trouble’. Tis wife had had one mis- 
carriage, 

Since the age of sixteen he had been a printer 
and worked with lead. Beginning at nineteen 
he had frequent nosebleeds for a vear or two. 
At twenty-one he had gonorrhea, relieved by 
treatment in three mouths. For the past fifteen 
vears he had had colds lasting nearly all win- 
ter. Tle had been a heavy smoker unt?! two 
months before admission. 

Clinical examination showed a rather thin, 
pot-bellied little elderly man breathing sudibly 
and occasionally coughing. Tonsils irreeulsr, 
prominent, dull red with an occasional yellow 
spot. A somewhat tender, firm, movable nodule 
one centimeter in diameter in the left posterior 
iriangle of the neck. At the left base to the 





level of the seventh rib diminished resonance 
and oceasional musical rales and fine crepitant 


rales. Apex impulse of the heart not seen or 
felt. Percussion showed no evidence of enlarge- 
ment. Sounds rather faint. Double first seund 
at the apex. No murmurs. Pulses and arteries 
normal. Blood pressure 135/80. Abdomen dis- 
tended and tympanitie. Tenderness on deep 
pressure in the right flank and right costoverte- 
bral region. A large gureling cecum. .\ mass 
vaguely felt in the right flank, perhaps ¢is- 
tended ascending colon. Slight tenderness in the 
region of the sigmoid. 

Amount of urine normal when recorded, spe- 
cifie gravity 1.020 to 1.028, the slightest possible 
trace to a very slight trace of albumin at three 
of six examinations, 4+ to 20 leukocytes and rare 
to occasional hvalin casts at three, fine eramuar 
casts once. Residual 40 cubic centimeters. 
Renal function 30 per cent. Blood: hemoglobin 
70 to 75 per cent, leukocytes 17,100, polynu- 
clears SO per cent, reds 5,850,000 to 4.880.000, 
platelets increased. Atypical mononuclears were 
smaller than normal, with deep stainine e¢yvto- 
p'asm containing granules larger than usual. 
The nuclei varied. Hinton negative —Non-pro- 
tein nitrogen 45 milligrams. Blood suenr 103 
milligrams. Stools: euaiae stronelv positive et 
one of three examinations. Fasting contents of 
the stomach: free acid 60. total acid 75. Test 
meal: free acid 30, total acid 45. Guaine nega- 
tive on both specimens. Vomitus: euaine nega- 
tive at both of two cxaminations. 

Chart not remarkable. 

X-ray examination with a baritun enema was 
essentially negative. A plate of the chest show- 
ed extensive mottled dullness in the lower two- 
thirds of both lunes, also Increased radiahility in 
these areas, which suggested areas of vrenchiee- 
tasis. There was extensive fibrosis The left 
diaphragin was obliterated, as well as the costo- 
phreme angle. The appearance of the proeess 
did not suggest tuberculosis. The kidney eut- 
les were obscured by intestinal shadows. 
There were no shadows suggestive of stone. Ex- 
anination with a barium meal showed a con- 
stant deformity of the first portion of the dvo- 
denum. A plate of the spine showed consider- 
able deformity of the body of the second hunbar 
vertebra, also some thinning of the bone and 
irregularity in density. The anteroposterior 
view Was unsatisfactory because of the laree 
amount of barium in the bowel. Films of the 
skull were negative. Another examination 
eleven days later showed that the process was 
apparently increasing. The outline of the dia- 
phragm was now obscured. The line fields were 
shortened, suggesting a high position of the 
diaphragm. Another film of the pelvis failed 
to show any definite evidence of disease in the 
bone, 

A genito-urinary consultant found no— evi- 
dence of disease of the prostate by rectal ex- 
amination, but advised cystoscopy. 

The patient complained of pain in the rieht 
loin and was very uncomfortable, with inereas- 
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ing dyspnea and general weakness. August 18 


he died. 





CLINICAL DISCUSSION 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


The association of nocturnal urination and 
dribbling makes us think of a local cause rather 
than a renal cause of that nocturia. There is 
no reason why there should be dribbling with 
the renal type of nocturia. 

The suggestion of cancer of the prostate comes 
to my mind in connection with that pain and the 
prostatic symptoms. 

They do not suggest the train of thought that 
led to that operation on the tonsi:s. All of our 
attention has been drawn in the opposite diree- 
tion. 

I vet no suggestion from the past historv ex- 
cept the bare possibility that lead may have af- 
feeted his kidneys. 


NOTES ON THE PHYSICAL EXAMINATION 


I thought his tonsils had been taken out. Ap- 
parently we were wrong. 

I should say he has a very normal cireulatory 
system, 

I cannot see any evidence of disease of the 
kidney from the urine examination. 

I do not believe the findings in the bleod 
smear mean anything. 

Dr. George W. Houmes: The fact that the 
barium enema was negative does not necessarily 
rule out a lesion in the colon. It simplv means 
we were not able to demonstrate it in the X-ray 
examination. A negative barium enema means a 
norma! colon in about 70 per cent of the cases. 
In the chest plate you can see an obvious varia- 
tion from normal in both lungs. The outline of 
the diaphragm is indistinet, practically cbliter- 
ated. All through the lunge fields there is in- 
creased density, most marked around the hilus, 
fading out toward the periphery. Such an oe- 
currence as this is distinetly abnormal. A num- 
ber of things can cause it. The most common 
thine is malignant disease, metastatic malig- 
naney from a growth outside the chest. 't could 
be caused by passive congestion. I have seen a 
similar appearance in asthma and long-standing 
bronchiectasis. But I do not see anything in 
that plate to warrant making a diagnosis of 
bronchiectasis. 

The correct diagnosis of stone with X-rav is 
better than 90 per cent. We should like to know 
whether he had gastrie¢ stasis and whether he had 
hyvperperistalsis or not, and what the character 
of that deformity was. In this film vou see the 
fundus of the stomach, here the midportion, here 
the pylorie ring. At that point and beyond that 
you can see a rather characteristic deformity of 
the duodenal bulb. This film was probably se- 
lected from several because it was characteristic. 
li that is so it is very likely a duodena! uleer. 








This film is the one thought to show hest the 
deformity of the spine, and this vertebra is the 
one involved. 

Dr. Casor: You are willing to make a pretty 
sizable bet on that spine? 

Dr. Houmes: As being abnormal, yes. 

Dr. Casot: What might it be? 

Dr. Hotmes: The process is apparently con- 
fined to the body of the vertebra. The inter- 
vertebral spaces are clear. Metastatic malignant 
disease is the most common cause of such a pic- 
ture. Fracture of course could produce it. But 
we have no reason to think it is fracture. 

Dr. Cazot: I hope you will all take a good 
look at it. I think the changes would have es- 
‘aped me. It is very interesting to see that 
Dr. Holmes feels so clear about it. 

Dr. Houmes: The anterior surface appears 
to be eroded. We get erosion of this kind some- 
times from pressure outside the pelvis, vartieu- 
larly aneurysm. I suppose this whoie precess 
could be due to some lesion outside the spine, or 
it may be due to bone atrophy. At any rate if 
the vertebra were examined we should find it 
abnormal. On the evidence of that X-ray alone 
| would not say positive.y what it is, but I think 
it is malignancy. 

Dr. Capor: The fact that the genito-urinary 
consultant found no evidence of disease of the 
prostate is rather fatal to my diagnosis. An 
ordinary man like you or me might not feel any- 
thing in particular in a cancerous prostate, but 
a genito-urinary consultant can almost always 
find it. It makes it difficult for me to say what 
otherwise I should have said. 


DIFFERENTIAL DIAGNOSIS 


On the basis of the different kinds of evi- 
dence presented I certainly do not see how we 
‘an help thinking that this man died of malig- 
nant disease. I do not see what else he eouid 
have died of. Somebody thought he had bron- 
chiectasis, but he could not die of that. He had 
some trouble with his bowels, but he did nat 
have obvious intestinal obstruction. So T am 
driven to the diagnosis of malignant disease. 
Then we have certain straws which suggest a 
current setting that way. These lesions in the 
lung can perfectly well be metastases. The pains 
that he has eertainly suggest pelvic malignant 
disease. My chief difficulty is to know where 
to put the primary focus. We cannot put it in 
the bladder without cystoscopy. There was no 
hematuria. We eannot make the diagnosis with- 
out hematuria. I suppose the tumor might be in 
the large intestine. They did not find it in the 
X-ray, but Dr. Holmes said that it is not always 
found even when it is there. My guess is that 
it is outside the intestine rather than in it. We 
have this lesion in the duodenum. That cannot 
be cancer, I suppose? 

Dr. Hotmes: Cancer of the duodenum is 
very rare. I think we have found one. 

Dr. Casot: The lesion is not in the stomael; ? 
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Dr. Hotmes: No. 

Dr. Casot: He had very little in the way 
of stomach symptoms of any kind. That !s rarer 
with cancer than with ulcer. I still do not know 
where to put the neoplasm unless in the pros- 
tate. I should hesitate to make that diagnosis, 
the urological consultant having found nothing. 

A Srupent: How about hypernephroma of 
the right kidney, with that mass on the right? 

Dr. Cazot: I am glad you brought that point 
up. They were a little indefinite about that 
mass, but the record suggests it, as you Say. 
I think hypernephroma is a good suggestion. 
Of course many hypernephromata bleed; but 
a good many do not. That seems to me as good 
a suggestion as anyone has made, and rather bet- 
ter than any I have made. I do not think T ean 
be sure of anything except neoplasm below the 
waist, and I ean think of no other organ except 
the kidney, as has just been suggested, and the 
prostate. 

Dr. Tracy B. Mautory: The diagnosis in the 
clinical record was primary neoplasm of the 
lung. Does either Dr. Holmes or Dr. Cabot 
wish tod say anything about that? 

Dr. Casor: I should not suppose it was that. 

Dr. Hotmes: That X-ray plate is rather 
against its being primary. The picture is that 
of metastasis. I should be in favor of a second- 
ary lesion in the lung. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Carcinoma of lung with metastases to the see- 
ond lumbar vertebra. 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Neoplasm of the kidney or the prostate with 
metastases to the lung. 


ANATOMIC DIAGNOSES 
1. Primary disease. 
Hypernephroma with pulmonary metastases. 
2. Secondary or terminal lesion. 
Uleer of the duodenum. 
PatTHoLoaic Discussion 
BY TRACY B. MALLORY, M.D. 


The primary tumor was _ hypernephroma 


which had grown into the renal vein and svread 


via the blood stream as hypernephromas do. 
There were very extensive metastases. The 
lungs were full of metastases. Unfortunately we 
did not examine that vertebra, but I have no 
doubt it showed metastasis too. 

Dr. Casot: Was there a duodenal ulcer? 

Dr. Mauuory: There was, in the posterior 
wall. 

A StupEntT: The film taken after eleven days 
showed that the process was apparently in- 
ereased. Could a tumor show increase in eleven 
days? 





Dr. Matuory: That entirely depends on the 
growth and on the type of tumor. I have seen 
death within ten days of the first symptoms in 
lymphosarcoma. Hypernephroma is not par- 
ticularly rapid in its growth as a rule, and often 
it is very slow. 





CASE 16042 


A RARE BUT NOTEWORTHY LESION OF 
THE GUM 


Ovut-PATIENT DERMATOLOGICAL DEPARTMENT 


An Austrian-American twenty-one years old, 
a counter-man in a cafeteria, came to the Genito- 
Urinary Department on April 22 for treatment 
of a urethral discharge. 

He had been under treatment at a dispensary 
for two months and a half, beginning ten days 
after he first noticed the discharge. A diagnosis 
of gonorrheal urethritis had been made at the 
dispensary, and was confirmed at the Out-Pa- 
tient clinic here. He continued to come for 
treatment until the end of June, and continued 
after his return to town at the end of the sum- 
mer. On November 25 he was referred to the 
Throat Department because of sore throat. No- 
vember 29 examination in the Throat Room 
showed swelling and tenderness of both sub- 
maxillary regions and between the upper central 
incisors. This he said was of two weeks’ dura- 
tion. X-ray examination showed infection of 
the alveolar process between the upper central 
incisors. 


Discussion 
BY HENRY W. N. BENNETT, M.D. 


Chanere of the gum is a comparatively rare 
form of extragenital initial lesion. From the 
first recorded case, reported by Astrue in 1736, 
to the end of 1921, as reported by Klauder* in 
his review of the literature of Europe and 
America, only 112 eases have been reported, 
about .7 per cent of all extragenital lesions. A 
somewhat hasty review of the records of the 
Massachusetts General Hospital reveals but three 
eases in the South Medical Department, two of 
which occurred in the year 1929. 

The best résumé of the subject in English at 
the present time is Klauder’s article, a brief 
summary of which is as follows: 

The sources of infection in the reported instances 
are apparently perversion of the sexual act; kiss- 
ing; use of appliances in occupations; various ob- 
jects put into the mouth; dental instruments, tooth 
picks, and toothbrushes. Most writers give dental 
instruments as the chief source. 

Sex. This chancre occurs more frequently in men. 

Age. Most cases occur in adults. One case is re- 
ported in an infant. 

Number. Chancre of the gum is usually if not 
always single. 

Location. Cases are reported on all parts of the 


*Joseph V. Klauder, M.D. Chancre of the Gum, with Report 
of a Case. Arch. Derm. and Syph., 1921, Vol. 3, page 615. 
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gums. The anterior portion is involved almost ex- 
clusively, and the upper gum more often than the 
lower. The usual site is opposite one or more 
canines. 

Lymphatic involvement. The nodes are those of 
the maxillary chain. Enlargement is quite early and 
is usually quite marked. The glands are painless, 
immovable and frequently of cartilaginous hardness. 
Adenopathy may be the first or chief complaint. It 
is an important diagnostic aid. 

The usual types of chancre are two: (1) Abra- 
sive or erosive. This is usually the earliest to ap- 
pear. It is rounded, pea-sized to almond-sized, by 
exception crescent-shaped; rather sharply demarcat- 
ed, smooth, carmine in color, polished by liberal se- 
cretion of clear serum; not painful, but irritants 
cause discomfort. It involves the gum just above 
the dental margin of one or two, less often three 
or four teeth. Clinical recognition of this type is 
not difficult. It may by exception become infected, 
and is then grayish or yellowish, with pseudomem- 
brane, or necrotic, or indurated and elevated. (2) 
Uleerative. This is atypical and difficult to diagnose 
clinically or by dark field. The size and shape are 
variable. The usual size is that of a ten-cent piece. 
It is a sharply circumscribed ulceration extending 
over the lingual surfaces.of two or more teeth. It is 
often irregular in contour, with ragged edges. The 
ulcerating surface has a pustulosanious discharge. 
The roots of the teeth or the periosteum may be 
exposed. Infection of the periosteum not infrequently 
occurs. This type of chancre may or may not be in- 
durated. It is painful and tender. 

Differential diagnosis includes sarcoma, fibroma 
and epithelioma. 

Diagnosis by dark field is complicated by the 
presence in the oral secretion of spirochaetes similar 
to the Spirochaecta pallida. In the abrasive type 
Spirochaeta pallida can easily be demonstrated. In 
ulcerative lesions demonstration is more difficult. 


The diagnosis in these conditions is dependent 
upon the aceuraey of the dark field examina- 
tion. The failure to find Treponema pallida or: 
examination does not necessarily mean the ab- 
senee of the organism. It may be due to fail- 
ure in technique somewhere along the line. If 
only one or two organisms are found in the 
entire slide, as in this ease, the examination 
should be repeated and the findings checked by 
another observer if possible. The presence of 
one or two spirochaetes without other support is 
insufficient. 

The organisms most likely to be confused with 
Treponema pallida in the mouth are Treponema 
microdenteum and Spirochaeta refringens. The 
first is only about half as long and half as thick 
as Treponema pallida. The second is coarser, 
with fewer and more irregular turns. Its nat- 
ural habitat is in neerotie material, crusts, ete., 
which should be first carefully removed from the 
lesion. Vineent’s organism is hardly to be con- 
fused by one familiar with it. The same may 
be said of Spirochaeta bucéalis, a short coarse 
organism. 

In the ulcerative type the history of a super- 
ficial uleer changing in character, rapid in its 
development, and circumscribed, is important. 

Chancres of the gum have been diagnosed 
rather too frequently as other types of tumor 
which occur on the gum,—fibroma, epithelioma, 
sarcoma. 





Fibroma epulis arises from the gum or peri- 
dental membrane. It is firm, with the overlying 
mucous membrane intact. It may be either ses- 
sile or pedunculated. It is painless, not tender, 
grows slowly, and may be quite large. 

The varieties of epithelioma are (a) warty 
erowth, (b) indurated, later ulcerating, (c) 
ulcerated at first appearance. The edges of the 
ulceration are apt to be raised and hard. The 
involvement of the glands is considerably slower 
than in chanere. Sarcoma is perhaps the tumor 
most frequently encountered on the gum. It is 
more frequent on the upper gum. It appears as 
a flattened mass at the edge of the gum. In the 
beginning it is not ulcerated, painful, or tender. 
It is slow in evolution. There is little or no 
adenopathy and little tendency to metastasis. 

Chanere of the gum may resemble any and 
all inflammation, ulceration and tumor of the 
gum. The several varieties of erosive chancre 
are fairly characteristic, however, in their e¢lini- 
eal aspects. They are not painful, inflammatory 
or ulcerative. They are sharply demarcated and 
slightly raised, firm in consistency, pink or 
bright red in color, and bleed on slight irrita- 
tion. As would be expected, the glandular in- 
volvement is early, extreme and firm. In the 
present case the glands were the size of a green 
olive. By the time most of these cases report 
the Wassermann and especially the Hinton tests 
are positive and the rash discernible on close 
inspection. This involves stripping the patient 
in daylight, not artificial light; and he should 
not stand directly in the rays of the sun. In 
the present case the patient declared with evi- 
dent sincerity that he had no rash on his body, 
and the several men through whose hands he had 
passed failed to notice a very evident secondary. 


Furtuer History 


In the South Medical Department dark field 
examination on November 30 showed one sus- 
picious treponema. As he had been using 
astringents at home, he was advised to use saline 
dressings for twenty-four hours and to have 
a repetition of the dark field on the following 
morning. He eloped and was not seen until De- 
cember 5. Dark field examination was then re- 
peated and confirmed the previous finding. At 
this time the patient showed beginning roseola 
and very marked adenopathy in front of the 
angle of the lower jaw. Wassermann and Hin- 
ton reports were moderately positive. 

On December 5 the patient was admitted to 
the wards. There he mentioned, in addition to 
the foregoing history, some pain in both Achilles 
tendons on flexion of the feet for the past three 
days. 

Clinical examination showed a well nourished 
man with brownish pigmentation of the skin 
not greatly accentuated in the axillary and other 
folds. There was nasal obstruction on the left. 


Over the chest and back and the inner surfaces 
of the arms there was a faint rose colored 
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macular rash. On the upper jaw just above the 
incisors the gum showed a reddened piled-up 
mass of tissues with a thin grayish membrane 
over its top; no bleeding or irritation. There 
was general adenopathy. The g ‘ands at the 
angles of the jaw were particularly enlarged. 
The occipitals and postauriculars were greatly 
swollen, firm, discrete, slightly more involved 
on the right than on the left. They were not 
tender. The cervicals in the posterior chain 
were also firm but less swollen. The abdomen 
and extremities were normal. The genitals 
showed no sear, but an active thin grayish dis- 
charge from the meatus. Pupils normal. Ankle 
jerks increased. Knee jerks much increased. 
Urine hazy, otherwise not remarkable. Blood 
normal, 

He was given active antiluetic treatment for 
eight days,—December 5 neoarsphenamin 0.45 
vram, December 8 and 12 nevarsphenamin 0.6 
vram and iodobismuth of quinine 0.2. gram.* 
Ife showed no reaction. The lesion on the gum 
healed slowly. December 13 he was discharged 
vreatly improved. 

*The routine treatment of primary 

epartment is as follows: 

Arsphenamin .1 gm to 40 
1 gm. 


Neo-arsphenaumin 1 
fin. 


syphilis in the Out-DP:itient 


pounds body weight—miuxiimum 


em to 25 pounds body weight—max:muin 
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December 18 he came to the Out-Patient De- 
partment feeling fair:y well. 
elands were sti.l swolien but not tender. 
lesion of the gum was still healing slowly. 


The subsmaxilary 
The 


DIAGNOSIS 


Chanere of the gum. 


Suipharsphenamin .1 gm to 25 pounds body weight—maximum 
.6 2m, 
First dose 2/3 of normal dose. 
If patient is pregnant or besow par 
shouid be 1/2 no.mal dose. 
Mercury by mouth (usually 1/16 gr. pill) 
course of arsphenamin. 
ind 
3rd 
4th 
5th 
6th 
7th, 
Check liver and spleen at end of course. 
The following week start bismuth and give weekly 
for total of fifteen. 
One week 


from any cause, the first 


adose 


to be taken during 


injection in 3 days. 
injection in 4 days. 
injection in 5 days. 
injection in 6 days. 
injection in 7 days. 
kth and 9th injections at weekly intervals. 
injections 
bismuth, resume injections of 
arsphenamin, taking a blood at time of first injection. Give 
n.ne arsphenam.n and fifteen bismuth. then a month's rest, 
during which time the patient takes Blaud’s pills or iron and 
quinine. Take a Wassermann and give another similar course, 
followed by a lumbar puncture if case was sero-negative. 
If sero-positive at beginning and negative after 
give one more cours>® and then a lumbar puncture. 
If blood and spinal fluid are negative give mercury pills 
for month and rest two months. Take blood. If negative, 
mercury pills one month and rest three months. Tak» biood. 
'f negative, mercury pills one month and rest four months. 
Then blood every six months for one year and each year there- 
after, 


after last weekly 


first course, 
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CONTRACEPTIVE ADVICE AND THE 
MASSACHUSETTS LAW 


“There is a disagreement; for some re- 
ject destructive practices, calling to witness 
Hippocrates, who says, ‘I will give nothing 
whatever destructive’, and deeming it the 
special province of Medicine to guard and 
preserve what Nature generates. Another 
party maintains the same view, but makes 
this distinction, viz., that the fruit of con- 
ception is not to be destroyed at will because 
of adultery or of care of beauty, but is to be 
destroyed to avert danger pending at parturi- 
tion, if the uterus be small and cannot con- 
serve the perfecting of the fruit, or have 
hard swellings and cracks at its mouth, or 
if some similar condition prevail. This party 
says the same thing about preventing con- 
ception, and with it I agree.” (Soranus, 
Gynaeciorum Lib. I, cap. 19, Ed. Rose, p. 
229.) 


THESE words of the gynecologist of Ephesus, 
written early in the Second Century, have a 








singularly modern sound. Allowing for ad- 
vances in the knowledge of obstetrics and in the 
diagnosis of gynecological lesions, the principle 
underlying the declaration of Soranus that con- 
ception should be prevented when the physical 
state of the mother is not up to the task of bear- 
ing children, is in aecord with the opinion of 
the majority of physicians today. 

In spite of the antiquity of this belief, it did 
not become of much practical importance in 
Medicine until the last fifteen or twenty years. 
Its revival has been due to various factors. The 
teachings of the newer psychology regarding the 
influence of sexual life upon mental states, the 
necessity of strengthening the fast weakening 
bonds of matrimony by improving sexua! ad- 
justments, and the development of the technic 
of contraception through experiments carried on 
in contraceptive clinies in Holland, England 
and New York City, have aroused the interest 
of many members of the medical profession in 
this branch of preventive medicine, and have 
given them the desire to be able to tell the pa- 
tient who is apparently unable to pass success- 
fully through pregnancy something more definite 
than the advice that ‘‘she 
pregnant’’. 


must not become 
The modern viewpoint on this subject was ex- 
pressed by the Section of Obstetrics, Gynecology 
and Abdominal Surgery of the American Medi- 
cal Association when on May 29, 1925 the See- 
tion formally endorsed the following resolution : 
Resolved that we hereby recommend the 
alteration of existing laws wherever neces- 
sary so that physicians may legally give con- 
traceptive information to their patients in 
the regular course of practice. 


According to Mr. George E. Worthington (Statu- 
tory Restrictions on Birth Control) physicians 
may legally advise and prescribe with reference 
to contraception in the following states: Colo- 
‘ado, Georgia, Indiana, Iowa, New Hampshire. 
New Mexico, North Carolina, Ohio and Wyo- 
ming. In New York 
advise and_ prescribe 


and Minnesota, they may 
at least to the extent of 
disease. 

What is the situation in Massachusetts? On 
page 192 of this issue of the JourNAL will be 
found the statutes bearing upon this question, 
together with the views of three legal authori- 
ties upon the rights of Massachusetts physicians 
under these statutes. Careful reading of these 
opinions is necessary if one would become con- 


curing or preventing 
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versant with the facts. Summarizing them in 
a general way it would appear to be the opin- 
ion of all three lawyers that if in the reasonable 
exercise of a physician’s professional judgment 
he is of ‘the opinion that pregnancy and child- 
birth would be seriously detrimental to a 
woman’s health, he may legally give that woman 
oral advice as to the use of contraceptive meas- 
ures, and may even write a prescription for the 
necessary chemicals or appliances. He may in- 
struct the patient how to employ these appli- 
ances. When it comes to securing these chemi- 
cals or appliances, the law is not so kind. See- 
tion 21 states ‘‘ Whoever sells, lends, gives away, 
exhibits, or offers to sell, lend or give away 

any drug, medicine, instrument or arti- 
aa whatever for the prevention of conception 

. shall be punished,’’ ete. If an article or 
drug can obviously be employed only for the 
prevention of conception, it would appear to be 
absolutely illegal for a physician or a druggist 
to dispense it. If, on the other hand, the drug 
or article may also be useful in the treatment or 
in the prevention of disease, it may be dispensed 
by the druggist so long as he does not know for 
which purpose it is to be used. Thus a man 
contemplating illicit congress may lawfully pur- 
chase such an article, but if he wishes to secure 
an appliance to prevent his wife, who has neph- 
ritis, from becoming pregnant, he may not 
lawfully make the purchase. 

If the Federal Committee on Birth Control 
succeeds in getting through Congress an amend- 
ment to Seetions 211, 245, 311 and 312 of the 
United States Penal Code, it may become pos- 
sible for physicians in Massachusetts to order 
from other states contraceptive appliances for 
their patients. 

The history of the two Massachusetts statutes 
concerned in this question shows that both were 
passed with a view to suppressing indecent ad- 
vertisements concerning sex diseases and sexual 
functions. Section 20 of Chapter 272 of the 
General Laws of Massachusetts, which was first 
passed as Section 16 of Chapter 212 in 1847, 
was designed to prevent the advertising of abor- 
tionists. In 1905 the Conference Committee on 
Moral Edueation and the Faculty of Wellesley 
College petitioned the State Legislature to pass 
a law prohibiting the publication in newspapers 
and pamphlets of ‘‘advertisements calling atten- 
tion to the peculiar diseases of the sexes, describ- 
ing symptoms in detail and in revolting lan- 





guage.’’ In response to this petition the 
Legislature finally voted to amend Section 16. 
ch. 212, by inserting the words ‘‘or of prevent- 
ing, or which is represented intending to 
prevent, pregnancy.’’ The am: :d statute be- 
came Section 20, ch. 272. 


Section 21 was passed in 1. /9 as ‘‘an Act 
eonecerning offenses against ch stity, morality 
and deceney.’’ The fact that ir this Section the 
prevention of contraception is classed with 
self-abuse and unlawful abortion leads us to 
believe that the Act was aimed at contraception 
when employed in connection with irregular 
sexual conduct, and not at its use as a measure 
of preventive medicine. .Operations for sterili- 
zation, which are purely contraceptive measures, 
are not prohibited. 

The rational way of elarifying the situation 
would be through the amendment of the law. It 
is so much easier to get laws upon the books 
than to get them repealed that many who are 
familiar with the situation on Beacon Hill doubt 
the wisdom of attempting this. On January 9, 
1930, a bill (House No. 384)* was filed with the 
clerk of the Massachusetts House of Representa- 


tives which would give to the State Board of 


Health the right to license a certain number of 
physicians in each county who could give con- 
traceptive information to married people under 
certain conditions. This is an original way of 
meeting the situation, but there is not space in 
this editorial to discuss its merits and its faults. 


It is clear that some solution of the problem 
must be devised, for strict interpretation of the 
law places one in a position where every way 
out leads into forbidden territory. For example, 
granting that a married woman would endanger 
her life by becoming pregnant, she must either 
submit to probable impregnation, which is prac- 
tically committing suicide, or she must deny her 
husband what are termed his ‘‘legal rights’’. It 
is unbelievable that a court would, under such 
circumstances, hold it illegal for a physician to 
point out to her the only escape from this 
dilemma. So far as we know, no physician in 


*An Act to authorize the Dissemination of Contraceptive 
Information. Be it enacted by the Senate and House of Rep- 
resentatives in General Court assembled, and by the authority 
of the same, as follows: 

Section one hundred and eleven of the General Laws, as 
amended by chapter two hundred of the acts of nineteen hun- 
dred and twenty-two, is hereby further amended by inserting 
after section twenty-five the following new section:— 

Section 25 A. The department shall annually license such 
number of registered physicians in each county as it deems fit 
and proper who shall be authorized to disseminate among 
married persons contraceptive information, subject to such rules 
and regulations as the department shall from time to time 
prescribe. 
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this country has ever been convicted for such an 
action. , 

The fact that many members of the medical 
profession are gpposed on grounds of religious 
belief to th ; ‘Se of contraceptive measures 
should not, is. .ur opinion, prevent a full dis- 
cussion of the, legal aspect of this question. 
Those who beli:ve it wrong to advise or to em- 
ploy contrace,:ion need have nothing to do 
with it. The majority of the profession, we be- 
lieve, are in favor of its employment in cases in 
which pregnancy would seriously endanger the 
health of the individual. In fairness to these 
physicians, they should be informed as to their 
legal rights in the matter. 





NEW ILLS FOR OLD 


ONE by one, in a world which has ostensibly 
been made safe for democracy, the text-book 
pictures of medicine are stepping out of their 
pages and coming to life. Curiously enough, 
our furred and feathered friends—and to some 
extent our sealy ones—are responsible for these 
new health hazards. Bovine tuberculosis we 
have long had in our midst, until now, at least 
in some communities, it is practically hailed as a 
friend. The tape worms of fish and beef and 
pork have long delighted us with their pic- 
turesque infestations and we have shuddered in 
amazement at our own recklessness as we revelled 
in our raw pork, knowing well the dangers 
we ran of converting ourselves into ant hills of 
trichinae. Rabies, once practically banished, is 
now the prerogative of every dog owner, and he 
does not hesitate to expose his friends and neigh- 
bors (a subtle distinction) to the pleasures of 
a fourteen or twenty-one day antirabic course 
of treatment. Tick fever does not yet concern 
us in the East; if it did every Mary would have 
a little lamb to follow her to school. 

Malta fever, once considered the exclusive 
property of the goats which leap from precipice 
to precipice on the rocky fastnesses of Gibraltar, 
has invaded our Southwest, and very recently a 
wave of undulant (not indolent fever, which 
is an industrial hazard) has crossed the con- 
tinent like a storm cloud and broken upon the 
Atlantie coast. The rabbits of Georgia are 
propagating themselves northward with the 
rapidity which is a peculiarity of their species, 
carefully conserving the tularemia which is 
their choicest possession. We are in danger of 
becoming a tributary to the animal kingdom. 

Within a week of this writing a new shadow 
has fallen upon the land, for psittacosis (see 
Osler, Wm.) has been discovered among the 
parrots of New England, and already many own- 
ers, trainers and dealers have fallen prey to 
human psittacosis, a disease characterized, ac- 
cording to the dictionary, by high fever and pul- 





monary disorders. An edict has gone out from 
headquarters that all sick parrots (i.e., those 
with high fever and pulmonary disorders) are 
to be quarantined, and it is rumored that the 
disease may become reportable. Already, it is 
said, the parrot market is being raided by pet 
lovers and the supply is in danger of becoming 
exhausted. 

If shark bite became communicable it is doubt- 
ful if the makers of aquariums could keep up 
with the demand. 





SYMPOSIUM ON NURSING 


THE attention of our readers is called to the 
Symposium on Nursing to be held at the Boston 
Medical Library on January 29. Notice of this 
Symposium which will take place at a combined 
meeting of the Boston Medical Library and the 
Suffolk District Medical Society will be found 
on another page. Dr. Burgess who will present 
the main paper of the evening on ‘‘The Present 
Situation and Its Difficulties’’ is well known for 
her special knowledge on this subject and the 
great amount of time which she has given to it. 
In addition there will be talks by Dr. Stephen 
Rushmore on ‘‘Public Health Nursing,’’ by Dr. 
Joseph B. Howland on ‘‘The Hospital as a 
Means of Educating the Nurse,’’ and by Mrs. 
Robert L. DeNormandie on ‘‘The Nurse in the 
Home.’’ 





THIS WEEK’S ISSUE 


ConTAINS articles by the following named au- 
thors: 


Breep, Witu1AM B. A.B., M.D. Harvard 1920. 
Associate Physician, Massachusetts General Hos- 
pital. Visiting Physician, House of the Good 
Samaritan. His subject is: ‘‘Paralysis Fol- 
lowing Anti-Rabie Treatment With Case Re- 
port.’? Page 151. Address: 264 Beacon Street, 
Boston. 


SmitH, JosepH. A.B., M.D. Harvard 1924. 
First Deputy, Superintendent of Health, Provi- 
dence, Rhode Island. Address: Health De- 
partment, City Hall, Providence, R. I. <Associ- 
ated with him is: 

Murpny, JoHN Francis. Ph.B., M.D. Uni- 
versity of Pennsylvania 1927. Member of Staff 
of the Rhode Island Hospital. Address: 661 
Hope Street, Providence, R. I. Their subject 
is: ‘‘Fatal Paralysis Following Anti-Rabie 
Treatment.’’ Page 153. 


GOODALE, RAymMonp H. B.S., M.D. Harvard 
1924. Adjunct Professor of Pathology, Ameri- 
ean University of Beirut, Beirut, Syria, 1926- 
1929. At present, Associate Pathologist, Wor- 
cester City Hospital, Worcester, Mass. Address: 
City Hospital, Worcester, Mass. Associated 
with him is: 

KRISCHNER, 


Harautp. M.D. University of 
Graz, Austria. 


Assistant in Pathology, Uni- 
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ver itv of Graz until 1928. Ai present, Adjunet 
Professor of Pathology, American University of 
Beirut. Syria. Address: American University 
of Beirut, Syria. Their subject is: ‘‘Geograph- 
ical Pathology.’’ Page 105. 


Cherver. Davip. <A.B.. M.D. Harvard 1901. 
FAS  Sureeon, Peter Bent Brigham Hosy- 
tr’ Sc neinte Professor of Surgerv, Harvard 
Medical School. His subject is: ‘*‘Carcinoma 
of the Gastro-Intestinal Tract.’’ Page 158. Ad- 
dros 721 Huntington Avenue, Boston. 


Jovrs, DanteL F. A.B., M.D. Harvard 1596 
F.A CS. Consulting Surgeon, Massachusetts 
(Jonern' and Deaconess Hospitals. Surgeon-in- 
Chief, Palmer Memorial Hospital. His subject 
is: ‘*Carecinoma of the Reetwm and Colon.’’ 
Peeve 162. Address: 195 Beacon Street, Boston. 


Pennine, Epwarp J. A.B... M.D. Harvard 
1905. Physieian-in-Chief, Carney Hospital, 
S. Voston. Associate Professor of Theory and 
Penetice of Medicine. Tufts Medical School. 

‘Carcinoma of the Stomach.”’ 


I’: smhiect is: 
Pave 164. Address: 45 Bay State Road, Bos- 


ton. 

Tenn. Frep B. A.B. AM, M.D. Harvard 
12892, FACS. Surgeon-in-Chief, Carney Hos- 
pital. Tis subject is: ‘*Careinoma of the Stom- 


ach and Intestine.’’ Page 165. Address: 319 


Longwood Avenue, Boston. 


Wuire, Pavt D. A.B., M.D. Harvard 1911 
Instrnetor in Medicine, Harvard Medical School. 
Physician, Massachusetts General Hospital, Bos- 
ton. Address: Massachusetts General Hospital, 
Boston. Associated with him is: 

CrurcuiLy, Enwarp D. M.A., MD. Harvard 
19°0. Associate Professor of Surgerv. Harvard 
Universitv. Associate Surgeon and Director of 
Sureical Research, Boston City Hospital. Con- 
su'tine Surgeon, Rutland State Sanatorium. 
Adcress: Boston Citv Hospital, Boston, Mass. 
Their subject is: ‘‘The Relief of Obstruction 
to the Circulation in a Case of Chronie Con- 
strictive Pericarditis.’’ Page 165. 


PeNnHALLOW, DunuAP P. B.S., M.D. Harvard 
1906. F.A.C.S. Instructor in Orthopedies, 
Georgetown University Medical School.  Cen- 
sultant in Orthopedies, Freedmen’s Hospital. 
Associate in Surgery, Garfield Memorial Hespi- 
tal. Consultant in Surgery, United States Diag- 
nostic Centre, Washineton, D. C. Surgical At- 
tending Staff, Gallinger Municipal Hospital. 
His subject is: ‘‘An Ineareerated Appendix in 
the Sac of an Inguinal Hernia.’’ Page 168. 
Address: 1835 Eye Street, Washineton, D. C. 


Baker, Frepertck H. M.D. Harvard 1893. 


Medical Examiner, Worcester, Mass.  Pathol- 
ogist of the Worcester City Hospital. Bacteri- 


‘ologist, Worcester Health Department, Consult - 
ing Physician, Memorial Hospital. 


His subject 
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is: ‘*The Desatnick Infanticide.’’ Page 170. 
Address: 3 Irving Street, Worcester, Mass. 


tavey. Coartes A. M.D. University of Ver- 
mont 1918. Instructor, Department of Medi- 
cine, University of Vermont College of Medicine 
His subject is: ‘‘Injeetion Treatment of Vari- 
cose Veins.’’ Page 173. Address: Burlington. 
Vermont. 


Wire. Benszamin. Ph.B., Ph.D. Yale. D4- 
rector, Division of Biologie Laboratories, De- 
partment vf Public Health, Commonwealth of 
Massachusetts. Assistant Professor of Bacteri- 


ology, Immunologev and Preventive Medieime, 
Harvard School of Medicine and Harvard 
School of Publie Health. WHonorary Member. 


American Academy of Arts and Seienees, His 
subject is: ‘Serums and- Vaecines in the Pre- 
vention and Treatment of Communicable Dis- 


eases. Résumé.’? Page 175. Address: %75 
South Street, Jamaica Plain, Mass. 
Myerson, Apranam. M.D. Tufts College 


Medical Schoo! 1908. Professor of Neurology. 
Tufts College Medieal School. Senior Nevrol- 
ogist, Boston City Hospital. Visiting Neurol- 
ogist. Beth Israel Hospital. Director of Re- 
search, Boston State Hospital. His subjeet is: 


‘*Progress in Neurology, 1929.’’ Page 177. Ad- 
dress: 412 Beacon Street, Boston. 
cape incitcsdia imine: 
MASSACHUSETTS LEGISLATIVE 
NOTES 


An attack on compulsory vaccination House bill 567 
contains the following sections: 
SECTION 1. 


to any form of vaccination or inoculation as a condi- 


No person shall be required to submit 


tion precedent to admission to any school, institution 
of learning or public institution, nor to the exercise 
of any right, performance of any duty, or enjoyment 
of any privilege. 

SECTION 2. 


and section one hundred and eighty-one to one hun- 


Section fifteen of chapter seventy-six 


dred and eighty-three, inclusive, of chapter one hun- 
dred and eleven of the General Laws and all acts in 
amendment thereof and in addition thereto are here- 
by repealed. 
Following is a list of the bills introduced at the 
present session of the Legislature which may be of 
interest to physicians. This does not include bills 
which have previously been noted in these columns. 
Senate No. 132, relating to the re-registration of 
physicians. 
Senate No. 135, providing for the marking of bot- 
tles or other containers of milk prepared from or to 


which milk powder or other foreign substance has 
been added. 
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Senate No. 136, providing for the licensing of local 
health officers and agents. 

Senate No. 133, relative to record of Physicians’ 
certificate by city or town clerks. 

Senate No. 184, extending the benefits of medical 
and hospital services under the workmen’s compen- 
sation act for the lifetime of an injured employee in 
unusual cases. 

House No. 384, authorizing the Dissemination of 
Contraceptive Information. 

House No. 383, relative to the sale of drugs, medi- 
cines, chemicals or poisons. 

House No. 349, to establish a board of registration 
in barbering and regulating the practice thereof. 

House No. 386, establishing the Metropolitan State 
Hospital for the Care of the Insane. 

House No. 448, relative to the care and treatment 
of persons suffering from tuberculosis. 

House No. 351, to create a Department of Public 
Medicine and Health, which shall take over the ac- 
tivities of the Department of Public Health and of 
the Department of Mental Diseases, and certain of 
the activities of the Department of Public Welfare 
and of the Department of Industrial Accidents. 

House No. 452, to prohibit the use of impure vac- 
cine virus. 

House No. 521, relative to the conclusive presump- 
tion of Dependency for support upon a deceased em- 
ployee under the Workmen’s Compensation Law. 

House No. 574, to establish the salaries of the mem- 
bers of the Industrial Accident Board. 

House No. 591, to amend the statutes relative to re- 
quirements in processing milk. 

House No. 592, to amend the definition of pasteur- 
ized milk. 

House No. 520, to establish a State Fund for Work- 
men’s Compensation, and to enable employers to in- 
sure their own risks. 

House No. 639, to provide for fees of physicians 
appearing before the Department of Industrial Acci- 
dents on behalf of injured employees. 

House No. 644, increasing the amount payable 
under the Workmen’s Compensation Law for funeral 
expenses. 

House No. 646, making certain changes 
Workmen’s Compensation Act. 

House No. 685, providing for an investigation by 
the Departments of Public Health and Public Wel- 
fare of the problem of aged sufferers from Chronic 
Disease. 

House No. 783, relative to reports of physicians in 
matters before the Department of Industrial Acci- 
dent and for Compensation of such physicians in cer- 
tain cases. 

House No. 784, relative to the maximum and mini- 
mum weekly compensation payable for certain in- 
juries under the Workmen’s Compensation laws. 

House No. 725, relative to the repeal of provisions 
for waiver of compensation under the Workmen’s 
Compensation law. 

House No. 745, providing that the time in which 
temporary care and treatment of residents of certain 
counties afflicted with tuberculosis be extended to 
June 30, 1932. 

House No. 823, requiring the Department of Public 


in the 





Health to further investigate the subject of cancer in 
adults. 
House No. 886, regulating the fees of employee’s 
attorney under the workmen’s compensation laws. 
House No. 887, relative to a special sum to be paid 
to injured under section 35 of the Workmen’s Com- 
pensation Act. 


— 
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EXPERIMENTS TO AUGMENT BENEFICIAL 
TREATMENTS OF LEPROSY 


Although Chaulmoogra oil has been regarded as a 
specific in leprosy the supply of this medicament is 
insufficient and efforts are under way to make use 
of germs of other diseases following the demonstra- 
tion of the beneficial effects of artificial malaria in- 
fection in paresis. 

Dr. Victor G. Heiser of the Rockefeller Foundation 
and formerly with the U. S. Public Health Service 
who has been giving especial attention to the treat- 
ment of leprosy, has made a report on the use of 
germs of Kala azar. 

Dr. Heiser explained that the theory underlying 
the experiments, is that the induction of high fever 
incident to certain diseases seems to inhibit the ac- 
tivity of the bacillus of leprosy and since the supply 
of Chaulmoogra oil is so inadequate reasonable hope 
is entertained of the arrest of leprosy following other 
infections. 

Reports have been made that there are 135 lepers 
without treatment for every two who are receiving 
scientific care. 

The American Mission to Lepers recently held its 
annual meeting in New York and in addition to the 
statements outlined above the president, Dr. W. J. 
Schuffelin, submitted encouraging reports of the 
progress being made—caring for these affected peo- 
ple. 





REPORT ISSUED ON STUDIES OF CLINICAL 
OBSERVATIONS OF EARLY OR MODERATELY 
ADVANCED CASES OF LEPROSY 


The Public Health Service has recently issued a 
report (Public Health Bulletin No. 189) on leprosy 
from the leprosy research station of the Service in 
Hawaii that is of interest to all and should be of 
special value to physicians who are interested in 
diseases of the skin and of the nervous system. 
This report points out that leprosy is by no means 
always the repulsive condition that it is traditionally 
regarded as being, but that often the signs and 
symptoms are so slight or so indefinite that there is 
required great discrimination upon the part of the 
physician, and perhaps he may require repeated ex- 
aminations before coming to a decision in some 
cases. The microscope is often of value in aiding 
in making a diagnosis. 

The general public is accustomed to regard 
leprosy as abhorrent in every respect whereas in fact 
many lepers might mingle with the public without 
attracting the slightest attention. 
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The Public Health Service study is based upon the 
minute investigation of 250 cases by experts, and it 
is emphasized that the onset is usually insidious and 
that perhaps two years on an average will elapse 
before the patient is admitted to a hospital. 

A point of interest is seen in the long periods of 
quiescence of the disease during which the victim 
is apparently free from any signs of the infection. 

The report concludes by comparing certain fea- 
tures of leprosy with tuberculosis and the suggestion 
is made that means of handling the disease similar 
to those that have been successful in tuberculosis 
may prove of value. 

Perhaps, to the layman, the most striking feature 
of the report is the information that spontaneous ar- 
rest of the disease, of greater or less duration, is a 
common occurrence.—United States Public Health 
Service. 





THE DRIVE FOR THE NEW ENGLAND MEDICAL 
CENTER 


This movement for raising $1,500,000 to provide 
buildings and equipment for the Boston Dispensary, 
The Boston Floating Hospital and The Tufts College 
Medical School is well under way insofar as commit- 
tees have been selected and plans for the campaign 
have been formulated. 

The campaign is being opened by a dinner at the 
Copley-Plaza on this evening of January 23 to which 
a large number of leading citizens of the State have 
been invited. 

Channing H. Cox, former Governor of Massachu- 
setts, will preside and make a stirring appeal 
for support. He will be followed by George H. Bige- 
low, Health Commissioner of Massachusetts; John A. 
Cousens, President of Tufts College; Mrs. Richard M. 
Saltonstall, Chairman of the Women’s Committee. 

Committees in charge of the drive include about 
six hundred men and women. Appeals for financial 
support of this project will be made throughout New 
England. 





LEGAL OPINIONS CONCERNING THE RIGHT 
OF DOCTORS TO GIVE CONTRACEPTIVE 
ADVICE 


The following paragraph is from a letter written 
by Mr. Samuel Elder in 1917; as the rest of the 
letter did not directly concern this topic it is not 
reprinted here: 


“A doctor certainly has the right to give oral in- 
formation, and I believe would be protected in 
giving written advice where the circumstances and 
the health of his patient made such communication 
imperative. This latter point, however, has not been 
decided in this state or by any Court in the country 
so far as I know, though a Western Court has made 
an intimation to that effect. Such communication, 
however, should not be had except in a most urgent 
and extreme case. This, of course, does not mean 
that a doctor could send out circulars or reply in 
print or writing to miscellaneous inquiries. The 


‘chance that his office, where he gives oral advice 
-merely, will become a nuisance is very remote. It 





could only be charged with being so in an extreme 
case, such, for instance, as where clinics were held 
or large numbers came, or it was notorious that the 
place was resorted to for instruction. It is impos- 
sible to fix ‘the point or number of times’ upon 
which a complaint or prosecution might be based.” 


The opinion of Mr. C. R. Clapp is as follows: 


50 Federal Street 
Boston 


i 


May 10, 1929. 

On behalf of the Society you represent, you have 
asked me if a physician can lawfully give advice to 
a married woman concerning methods of preventing 
conception if in the reasonable exercise of his pro- 
fessional judgment he is of opinion that pregnancy 
and childbirth would be seriously detrimental to 
her health. 


I cannot undertake to make a search of the laws 
or decisions in other states. My comment is simply 
on the Mass. Statutes and on two of the few cases 
that have been decided in our Supreme Court. 


The statutory provision with which you are par- 
ticularly concerned is Gen. Laws C L 272, No. 21. 
A copy of this section and of No. 20, furnished me 
by you is returned enclosed herewith. 

Section 21 simplified for our purpose by leaving 
out unnecessary words would read as _ follows: 
“Whoever sells, lends, gives away (or), exhibits 
- . . any. . . article whatever for the preven- 
tion of conception. or advertises the same 

. shall be punished,” etc. 

I shall consider later the question whether any of 
these prohibitive words apply to a physician exer- 
cising an honest and capable judgment as to the 
effect of pregnancy on a patient’s health. But for 
the moment I shall take up what is not prohibited. 

I find nothing forbidding oral advice upon methods 
of contraception. But I understand that for such 
advice to be effective and free from possible harm 
to the patient it is at least desirable that the de- 
vices be shown and even adjusted. 

The statute forbids selling, lending, giving away 
or exhibiting a device of this character, but it ap- 
parently does not forbid the adjustment of a device 
furnished by the patient. 

Can the physician in advising upon the subject 
tell the patient what devices he recommends or show 
such devices or drawings of such devices? Can he 
tell where they may be obtained? 

The statute says one must not “exrhibit’—must 
not “advertise” such articles. Both these words 
ordinarily connote publicity and I should think it 
improbable that they would apply to advice includ- 
ing the showing of the articles and to treatment 
given confidentially to a single patient. I under- 
stand from you that a judge in the Municipal Court 
acquitted a doctor who showed such devices and 
drawings to a clinic of several persons. 

It is true that in Commonwealth v. Allison, 227 
Mass. 57, ct. p. 62, Chief Justice Rugg says: “The 
word ‘advertise’ is the calling of public attention to 
any of the prohibited articles by any means what- 
soever (Italics mine). It indicates every agency of 
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every form and kind directly or indirectly tending 
to provide their use or purchase”. 

This is sweeping and comprehensive language. 
But the publicity idea is there in terms and as a 
fact the defendant did distribute his pamphlets gen- 
erally. As far as your problem is concerned, the 
words of the Court are dicta. 

If it were shown that advice, though given pri- 
vately was given regularly to patients and that the 
physician so advising was held out in any way as 
one from whom such advice might be obtainable, it 
might be held that the element of publicity was 
supplied. 

All these careful distinctions between what the 
statute literally forbids and what it may not forbid 
—all the niceties of definition are needless if we can 
say that a physician may in good faith disregard 
the words of the statute if the health of his patient 
requires such advice in the same way that he may 
lawfully perform an abortion—flatly and uncondi- 
tionally forbidden by statute (Gen. Laws c. 272, No. 
19) “upon the best judgment of that doctor” (if) 
“if his judgment corresponds with the average of the 


judgment of the doctors in the community.” Com- 
monweaith v. Nason, 252 Mass. 545, ct. p. 551. 
Are the cases completely analogous? ‘Theoret- 


ically I cannot say they are. In the case of a “law- 
ful” abortion to save life or health the woman is 
already pregnant and the operation must be per- 
formed to prevent the injury. There is no other way 
of treating the situation. In the case of advice 
against conception, the condition to be guarded 
against need not arise if the parties concerned ab- 
stain from acting. It is advice for avoiding the 
consequences of an act not yet performed. 


For myself, I do not believe there is any prac- 
tical distinction, human nature being what it is. 
And the privileges or even what are called the legal 
rights of husbands being what they are—in short 
marriage for the vast majority of people being what 
it is, it seems futile to say that a woman’s health 
may be safeguarded by the simple process of deny- 
ing her husband access. 

If a decision rested with me, it would be my ocpin- 
ion, that taking the question of health into account 
a physician would not be guilty of breaking the law, 
if under the conditions of your question he gave the 
advice and treatment he believed to be necessary. 


I wish I could say definitely that such would be the 
law. I can not say so with positiveness. Something 
would depend upon the circumstances of the case that 
first came up for decision. In those cases, circum- 
stances which arouse hostility or create sympathy 
often affect decisions—Religious feeling in thi8 mat- 
ter might play a part in some localities and with 
some judges and some juries. 

Especially are these factors important in consid- 
ering immunity from prosecution as distinguished 
from unlikelihood of conviction. An overzealous dis- 
trict attorney or one who is bigoted might prosecute 
even if the jury failed to convict or the appellate 
court to sustain a conviction. 

Personally I believe your position is legally sound 
and that the law should be as you contend. I should 





add that this is my individual opinion. My firm has 
not been consulted and is in no way responsible for 
my views. 

(Signed) C. R. Crapp. 


Mr. Homan’s opinion is as follows: 


OPINION ON THE LEGALITY OF CONTRACEPTION ADVICE BY 
PHYSICIANS AND SURGEONS 

I have been asked, in substance, the following ques- 
tions: 

Under the laws of Massachusetts may a member of 
the medical profession or a hospital through its staff 
give advice or instruction in contraception for the 
purpose of preventing ill health as, for example, pre- 
venting danger to life in persons suffering from seri- 
ous diseases of the heart, lungs and kidneys; and, if 
they may, what means may they adopt to make their 
advice or instruction effective. 

The answers to these questions depend in the main 
upon the construction to be placed on certain statutes 
of Massachusetts. Although there are several stat- 
utory enactments to be considered, those which re- 
late most directly to the subject are Sections 20 and 
21 of Chapter 272 of the General Laws, which read as 
follows: 


“Srcrion 20. Whoever knowingly advertises, 
prints, publishes, distributes or circulates, 
or knowingly causes to be advertised, 
printed, published, distributed or circulated, any 
pamphlet, printed paper, book, newspaper, notice, 
advertisement or reference, containing words or 
language giving or conveying any notice, hint or 
reference to any person, or to the name of any 
person, real or fictitious, from whom, or to any 
place, house, shop or office where, any poison, 
drug, mixture, preparation, medicine or noxious 
thing, or any instrument or means whatever, or 
any advice, direction, information or knowledge, 
may be obtained for the purpose of causing or 
procuring the miscarriage of a woman pregnant 
with child or of preventing, or which is repre- 
sented as intended to prevent, pregnancy, shall 
be punished by imprisonment in the state prison 
for not more than three years or in jail for not 
more than two and one half years or by a fine 
of not more than one thousand dollars.” 
“Srecrion 21. Whoever sells, lends, gives away, 
exhibits, or offers to sell, lend or give away an 
instrument or other article intended to be used 
for self-abuse, or any drug, medicine, instrument 
or article whatever for the prevention of con- 
ception or for causing unlawful abortion, or ad- 
vertises the same, or writes, prints or causes to 
be written or printed a card, circular, book, 
pamphlet, advertisement or notice of any kind 
stating when, where, how, of whom or by what 
means such article can be purchased or obtained, 
or manufactures or makes any such article, shall 
be punished by imprisonment in the state prison 
for not more than five years or in jail or the 
house of correction for not more than two and 
one half years or by a fine of not less than one 
hundred nor more than one thousand dollars.” 


What first struck my attention, upon endeavoring 
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to analyze the foregoing statutes, was the fact that 
they cover very much the same ground. There are 
differences between them to which I shall have occa- 
sion to refer; but the publication, under Section 20, 
of a notice containing a reference “to any person” 
“from whom” or place where means may be ob- 
tained for the purpose of preventing pregnancy is not 
a materially different act from causing to be writ- 
ten, under Section 21, a notice “stating when, where, 
how, of whom and by what means” an article for 
the prevention of conception may be obtained. The 
reason for this similarity in these two sections of 
the statutes may be accounted for by tracing their 
respective origins. Those origins are given in an ap- 
pendix hereto. It is sufficient here to say that Sec- 
tion 20 was primarily intended to punish the publi- 
cation of advertisements leading to abortions (in 1905 
extended to include advertisements leading to the 
prevention of pregnancy) and that Section 21, first 
enacted in 1879, was originally and primarily in- 
tended to suppress trade in, and, if possible, to pro- 
vide for the seizure and destruction of, the physical 
means of self-abuse, of preventing conception and of 
causing unlawful abortion. 

As a physician or surgeon prescribing for his pa- 
tient is not much concerned with the economic side 
of birth control, or books and advertisements con- 
cerning the same, but may be, on the other hand, 
very much concerned with the actual contraceptive 
means to be employed to preserve health, I have con- 
cluded that Section 21 is the statute which is really 
of interest to the medical profession. As it is ac- 
tually written it is too long to keep readily in mind. 
At the risk of leaving out some word or phrase that 
some one might deem significant, I have, for the pur- 
pose of determining its effect upon a physician or sur- 
geon, written it in an abbreviated form as follows: 

“Whoever —— exhibits any drug, medicine, 
instrument or article whatever for the prevention of 
conception ——, or writes, prints or causes to be 





written or printed, a card, circular, ——— advertise- 
ment, or notice of any kind stating when, where, how, 
of whom or by what means such article can be pur- 
chased or obtained, shall be punished,” etc. 

What course of conduct does this statute, as so 
set down, allow and what does it forbid? Bearing in 
mind that criminal statutes are to be strictly con- 
strued so that only those acts which are clearly pro- 
hibited constitute grounds for prosecution, I think it 
will be worth while to consider one or two exam- 
ples of situations which must frequently arise in 
medical practice. 

A married woman, not in good health, consults a 
physician. On examination he finds that she has a 
disease of the kidneys which will be aggravated or 
made dangerous to her life if she becomes pregnant. 
He advises her that she must not become pregnant 
and that she must take certain precautions to avoid 
it, involving the use by her of certain drugs and ap- 
pliances. He shows her the kind of appliance and 
tells her that she must have one fitted and that she 
must supply herself with what is necessary and come 
back to him. To avoid making any mistake, she 
takes notes of what the physician says. Then she 
supplies herself with what is necessary, comes back 





to the physician, is fitted by him, receives any fur-- 
ther instructions he has to give, buys the drugs, and 
if she follows his advice, does not, in the great ma- 
jority of cases, become pregnant. 

All the foregoing is perfectly legal in my opinion. 
There is nothing whatever in the law to prevent a 
physician giving such private advice as he pleases or 
to prevent his patient taking notes of that advice,. 
if she likes. The only doubt I have is as to whether 
the physician can show the appliance to the patient 
and then fit what she brings. Does he thereby “ex- 
hibit” an instrument for the prevention of concep- 
tion? I think not. In my view, the word “exhibits” 
in the statute involves some kind of public display 
or else involves some commercial purpose as, for in-- 
stance, the showing of a sample. 

Suppose that instead of consulting a physician in 
his private office, the woman goes to an out-patient 
clinic for advice as to her kidneys. Whoever exam- 
ines her, determines that she needs contraceptive in- 
struction. He sends her to a clinic in that hospital. 
established to give that instruction. There she re- 
ceives instruction in contraception, is advised what 
she needs, given an opportunity of taking notes and. 
directed to return with the necessary articles for final. 
advice. 

Again, in my opinion, this procedure at an out- 
patient clinic seems quite legal. But I must point 
out that there is present at a public hospital a diffi- 
culty which does not exist at a private office, and 
that is the furnishing of actual appliances for advice: 
or instruction. In my judgment, it would be perhaps 
illegal for a hospital to have a collection of actual 
appliances (although very likely some form of 
dummy might be made available) for purposes of 
advice and instruction. A public hospital might well 
be heid to “exhibit” a collection of such appliances. 
when a physician in his own office would not. More- 
over, no public institution and probably no private 
hospital could, by written or printed signs or other 
written matter, call attention to its contraceptive 
clinic. See Commonwealth v. Allison, 272 Mass. 57. I 
should add that I have concluded that whatever has 
legally occurred at a hospital or clinic may be put 
down on the hospital records and that I see no objec- 
tion to instructing medical students orally in con- 
traceptive technique subject to what I have said 
about exhibiting appliances. 

There is a point on which I have not touched which 
requires some attention. May a physician or surgeon, 
in his office or at a hospital, write a prescription for 
articles or drugs which may in fact be used for con- 
traceptive purposes and send the patient to some 
drug store to have the prescription filled? In the 
first place is such a prescription a card, circular, ad- 
vertisement or notice of any kind such as section 21 
of G. L. 272, as analyzed above, prohibited? I do not 
think so because the manuscripts or printed matter 
at which the statute is aimed all appear to me to 
possess necessarily some attribute of publicity, a 
character in which the prescription in question does 
not share. In the second place, is the delivery to a 
patient of such a prescription an illegal act for any 
other reason. To give an answer is not easy. The 
following facts must be taken into consideration: 
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a. Articles used in contraception are of therapeutic 
value in diseases of the sexual organs. 

b. Prescription of those articles for such thera- 
peutic purposes is entirely legal. 

ce. Although statements, etc., with respect to ve- 
nereal disease or disease of the sexual organs may not 
in general be published or distributed, statements 
and notices describing the causes, symptoms, details 
or effects of a venereal disease, or of a disease, in- 
firmity or condition of the sexual organs may, for 
certain purposes, be distributed by a label attached 
to a bottle, or contained in a sealed package, of med- 
icine. G. L., Chap. 272, Sec. 29 

d. The sale of medicines or articles for the pre- 
vention of conception is illegal. 


e. No apothecary or dealer in selling medicines 
or articles which may be of therapeutic value in dis- 
eases of the sexual organs and which may also be of 
use in preventing conception can tell for which pur- 
pose he is selling them. Unless he sells them with the 
purpose in mind of preventing conception, he breaks 
no law. 

Under these circumstances, a physician or surgeon 
who writes a prescription for contraceptive articles, 
a prescription which is not on its face illegal and 
which may be filled in good faith by a druggist, does 
not appear to me, as a practical matter, to run any 
substantial risk of prosecution; but I cannot say 
positively that, if the druggist sells these articles 
knowing they are intended to prevent conception, and 
if that knowledge of his can be proved, a physician 
or surgeon, who wrote the prescription intending that 
his patient by buying from the druggist should be 
able to prevent conception, might not be prosecuted 
under G. L. Chap. 274, secs. 1 and 2, as an accessory 
to an illegal sale and be punished by imprisonment. 
See Commonwealth v. Hartford 193 Mass. 464, Com- 
monwealth v. Adams, 127 Mass. 15. 


Of course, as I have tried to make plain, there is 
no general law against contraceptive measures or 
contraceptive advice. The law goes no further, in 
my opinion, than to prohibit the sale, lending, giving 
away and exhibiting of contraceptive articles and to 
prohibit certain kinds of publications designed to 
give information as to how those articles may be 
obtained. It may be doubtful whether the law, even 
as so limited, applies at all to physicians and sur- 
geons practicing their profession in good faith, but, 
to avoid making this opinion too long, I have put 
my views on this point in a note appended hereto. 


And this brings me to my last point. I have also 
heard it suggested that patients have constitutional 
rights to protection from serious operations when less 
dangerous courses, known to medicine, will accom- 
plish the same purpose, and that a physician or sur- 
geon has a constitutional right to prescribe the mea- 
sures he thinks least dangerous in order to save the 
life of a man or woman, or protect their health. I 
cannot find any decision of the Supreme Judicial 
Court of Massachusetts, or of the Supreme Court of 
the United States, which recognizes any such con- 
stitutional rights. A statute as to compulsory vac- 
cination has been upheld as constitutional, although 
the patient believed that vaccination for smallpox 





would be injurious to his health, and was able to 
produce physicians to back up his opinion. Besides 
this, there are many decisions of the Supreme Court 
of the United States which uphold statutes of the 
States limiting the right of physicians and surgeons 
to practice. The earliest one was Dent v. West Vir- 
ginia, 129 U. S. 114, and the last that I have seen is 
Lambert v. Yellowley, 272 U. S. 581, decided within 
a year or two. 

I ought not to conclude without a reference to the 
only decision of the Supreme Judicial Court on what 
I may call the contraception statutes. Commonwealth 
v. Allison, 227 Mass. 57 (1917). In that case the de- 
fendant who was not a physician was charged with 
distributing pamphlets (which contained in fact in- 
formation as to birth control) (1) of an obscene 
character, (2) which advertised means of preventing 
conception, and (3) which contained words convey- 
ing notice, hint or reference to places where means 
for the prevention of conception might be obtained. 
The charges (2) and (3) were drawn under what 
are now sections 20 and 21 of G. L. Chap. 272 set 
out in full at the beginning of this opinion. The ac- 
tual decision of the Court determined that, as a mat- 
ter of criminal pleading, the indictment was sutti- 
cient in following the language of the statutes with- 
out going into particulars, and further, that the stat- 
utes were constitutional. The Court did, however, 
construe the word “advertises” as the calling of 
public attention to any of the prohibited articles by 
any means whatever, and said that that word “‘in- 
cludes every agency of every form and kind di- 
rectly or indirectly tending to promote their use or 
purchase.” I take it that this means every “public” 
agency of every form and kind. 

In what I have said in this opinion I am express- 
ing my own views on the law without consultation 
with any of my firm and it is perhaps unnecessary. te 
add that the views I have expressed are professional 
only and that my personal opinion as to the advisa- 
bility of contraceptive advice or instruction is in no 
way whatever involved. 


Signed: Rospert HoMANS. 


APPENDIX 


The origin of Section 20 was Chapter 83 of the 
Acts of 1847, entitled, “An Act to suppress injurious 
publications,” which contained no reference to pre- 
venting pregnancy, but did, in approximately the 
other language of Section 20, punish the publisher 
of printed or written matter containing information 
as to how the miscarriage of pregnant women may 
be accomplished. The words in Section 20, “or of 
preventing, or which is represented as intended to 
prevent, pregnancy,” were inserted in the section by 
Chapter 316 of the Acts of 1905, entitled, “An Act 
to prohibit certain immoral practices,” and reported 
to the Legislature from the Committee on the Judi- 
ciary not as a result, as far as appears, of any in- 
vestigation of contraception, but upon petitions for 
legislation to prohibit indecent and unmoral adver- 
tisements. 

The origin of Section 21 was Chapter 159 of the 
Acts of 1879, entitled, “An Act in addition to an act 
concerning offences against chastity, morality and 
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decency.” This act of 1879, very likely induced by 
the efforts of Anthony Comstock and others who at 
that time had considerable influence upon legislation 
in sexual matters, contained two sections, the first 
what is now the Section 21 under discussion and the 
second providing for the seizure and destruction of 
the articles enumerated in the first section. This sec- 
ond section of Chapter 159 of the Acts of 1879 is 
now to be found in Chapter 276, Section 1, Clause 9, 
of the General Laws, and is referred to in the body 
of this opinion. It is pretty obvious that the first 
section of the Act of 1879, now Section 21 of General 
Laws, Chapter 272, was directed particularly to the 
physical means of self-abuse, of preventing concep- 
tion and of causing unlawful abortion rather than 
to publications on the general subject. 


Note on the application of G. L. Chap. 272, Secs. 20 
and 21 to physicians and surgeons 


I am aware that a strong argument may be made 
that even the limited prohibitions of G. L. Chap. 
272, secs. 20 and 21 do not apply to physicians and 
surgeons whose conduct is wholly and in good faith 
directed to the preservation of the health of their 
patient. Such an argument would be founded on 
the premise that the statutes in question were solely 
intehded by the legislature to penalize the providing, 
by deed or published word, of contraceptive drugs or 
implements for immoral purposes, or, perhaps, for 
enabling healthy women to abstain from bearing 
children, and would be supported by the proposition, 
which is quite true, that it is entirely legal to mu- 
tilate the human body, including the removal of the 
female organs by laparotomy and of the foetus by 
abortion, provided the honest purpose of the surgeon 
is the preservation of life or health. That such an 
argument might prevail with our highest court, I 
cannot dispute; but that it necessarily would be suc- 
cessful I certainly cannot state. There is much to be 
said against it based on the differences in language 
in the statutes forbidding the furnishing, or aiding 
the furnishing by certain publications, of contracep- 
tive material and in those which prescribe penalties 
for mutilation of the body or abortion. These dif- 
ferences I will try to explain in the next paragraph. 

There is this antithesis or difference between the 
statutes which contain the prohibitions (limited as I 
have pointed out) against furnishing or aiding in 
the furnishing, of the physical means of contracep- 
tion and those relating to mutilation of the body or 


abortion :— 
a. In the statutes which contain the prohibitions 


against providing, or assisting by certain publications 


in providing, contraceptive material the language 
used is general and without qualification. For in- 
stance, by G. L. Chap. 272, Sec. 20, it is a crime to 
circulate a printed paper containing words giving 
reference to a place where advice may be obtained 
for the purpose “of preventing, or which is intended 
to prevent pregnancy,” and in sec. 21 it is a crime to 
sell any drug—or article “whatever for the preven- 
tion of conception.” If to these quoted words had 
been added some such qualifying words as “without 


‘ lawful justification,’ then one would be sure, as 
. will be pointed out in connection with the abortion 





statute, that no crime could be committed if the pro- 
hibited act had some lawful justification such as the 
protection of life or health. Such qualifying words 
do not appear, however, in the statute. 


b. On the other hand in the statutes relating to 
mutilation of the body and to abortion there are such 
qualifying words; so that an act may or may not 
be a crime depending on whether or not there is jus- 
tification for the act which would otherwise be crim- 
inal. Let us take first the statute with respect to 
mutilation or mayhem. G. L. Chap. 265 Sec. 14, com- 
mences ‘““Whoever, with malicious intent to maim or 
disfigure, cuts out or maims the tongue” etc.—This 
statute as first enacted in sec. 4 of Chap. 123 of the 
Acts of 1804 read: “If any person, with set pur- 
pose and aforethought malice, or intention to maim 
or disfigure, shall unlawfully cut out or disable the 
tongue” etc.—The present statute leaves out the word 
“unlawfully,” but it means the same as the act of 
1804 for “maliciously” and “unlawfully” are, in a 
statute, substantially synonymous. Commonwealth 
v. Wood 11 Gray, 85, and Commonwealth v. Thomp- 
son, 108 Mass. 461. Accordingly no mutilation is a 
crime unless “malicious” i.e. “unlawful” and it is not 
“unlawful” if done to preserve life or health as 
more particularly appears in decisions under the 
abortion statute. Let us now consider next chapter 
247 of the Acts of 1845 which provided, in part,— 
“whoever, maliciously or without lawful justifica- 
tion” commits an abortion shall be punished. The 
language just quoted has been carried into the pres- 
ent law by the sole use of the word “unlawfully,” 
for G.L. Chap. 272, sec. 19 reads in part:—‘‘Whoever, 
with intent to procure miscarriage of a woman, un- 
lawfully administers to her—or, with like intent, wn- 
lawfully uses any instrument or any means what- 
ever—shall—be—punished,” etc. Here is the quali- 
fying word “unlawfully” meaning “without lawful 
justification,” justifying, for example, as many deci- 
sions in Massachusetts show, the conduct of a sur- 
geon in committing an abortion to save a woman 
from serious peril. Besides the cases, above cited, 
see Commonwealth v Sholes 13 Allen 554; Common- 
wealth v Taylor, 132 Mass. 261; Commonwealth v Na- 
son, 252 Mass. 545. 

Moreover the fact that in the statutes prohibiting 
sales and advertisements of contraceptive articles 
there are not the qualifying words which appear in 
those relating to mutilation and abortion is accentu- 
ated in the law setting forth property for which a 
search warrant may issue, G. L. 276, sec. 1 clause 9 
of which reads in part:— 

“9 Drugs, medicines, instruments and other arti- 
cles intended to be used for self-abuse, or for the pre- 
vention of conception, or for causing wnlawful abor- 
tion” ete.— 

It is true that the board of registration in medicine 
may revoke a physician’s certificate for publishing 
literature unlawfully under G. L. Chap. 272, sec. 29, 
(the dissemination of information concerning cer- 
tain diseases) whereas it has not the same power 
with respect to publications which violate secs. 20 
and 21 of the same chapter. G. L. Chap. 112 sec, 2. 
This language in the statute relatiug to the registra- 
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tion of physicians and surgeons lends some support partment, state, county or city, can do 


to the argument that they are not subject to secs. 20 
and 21 but does not appear to me particularly signif- 
icant. 

If it be said that a physician may legally, with a 
woman’s consent, remove, or otherwise interfere 
with the functions of her organs, in order to protect 
her against physical risk, and that such acts, which 
prevent conception, should stand no better in the 
eye of the law than a public notice stating the ad- 
dress of a clinic where contraceptive advice may be 
given to those in need of it, the answer is that the 
law has not undertaken to punish a contraceptive act 
such as a laparotomy although it has undertaken to 
prohibit advertisements of contraceptive means and 
measures. 

Signed: Ropert HoMANs. 





OFFICIAL HEALTH PROGRAM OF THE WOMAN’S 
AUXILIARY OF THE AMERICAN MEDICAL 
ASSOCIATION 


I. PUBLIC HYGIENE 
Fundamentals upon which Auxiliary work for im- 
provement of public hygiene should be based: 


(1) Recognition of the fact that public health 
work is a highly technical job, requiring 
scientific, technically trained workers. 
That health work undertaken by lay women 
with no knowledge of the public health 
problem as a whole is necessarily frag- 
mentary and ineffective. 

Recognition of the fact that every state, 
county and city is entitled to a scientific 
full-time health department (organized not 
to treat the sick, but to prevent disease 
and promote health), adequately financed, 
free from political domination, and provid- 
ing continuity of service to a trained per- 
sonnel so long as work is efficient. 
Recognition of the fact that the first and 
most fundamental job for lay organizations 
like the Auxiliary is to secure such scien- 
tific full-time health departments and ade- 
quate health protection, in their state, their 
county, their city or town. 

Recognition of the fact that where efficient 
full-time, scientific health departments do 
net exist (and only about ten per cent. of 
the rural districts of the United States 
have anything approaching adequate health 
protection), health activities must be in- 
itiated and carried on by volunteer un- 
official agencies; but that all such work 
should be so planned and administered as 
to serve as stepping-stones toward the full- 
time official health department, and that 
when the full-time official health depart- 
ment, with workers trained for public 
health work, has become an accomplished 
fact, lay organizations should support and 
co-dperate with the official workers and 
should be willing to take orders from them. 
(5) Recognition of the fact that no health de- 


(2) 


(3) 


(4) 





effective work without intelligent co-dper- 
ation of the public; that such public co- 
Operation depends upon widespread health 
education; that lay organizations can do 
this educational work, and are needed for 
it; and that the Auxiliary can be one of 
the most valuable tools for an official health 
department to use in this work, because 
it can by its education of the public con- 
cerning the official health department’s 
work and needs, be the means of gradually 
eliminating or preventing political inter- 
ference with an efficiently working depart- 
ment, and thus insure to it uninterrupted 
public service. 


Most volunteer agencies do not yet realize the 
wastefulness of their individualistic efforts. One 
of the first things the Auxiliary should do is to work 
for a change of attitude in other volunteer women’s 
organizations. 

Health officials know that it is not always the 
work which makes the greatest emotional appeal 
to the public which most needs to be done. Un- 
fortunately most women do not know this. This is 
something the doctors’ wives might well undertake 
to teach other women. 

The National Auxiliary recommends, therefore, 
that each State Auxiliary undertake, under the di- 
rection and with the help of the Public Health Com- 
mittee of the State Medical Association and of its 
Advisory Council a study first of all of the funda- 
mental principles of health promotion and disease 
prevention; second, of the set-up considered essen- 
tial by public health experts for an effective state 
health department, of qualifications of personnel, 
adequate budget, and the like; and third, of the 
state health conditions; that it devise means of 
acquainting all the state board members with the 
result, and that recommendations for educational 
work by the county Auxiliaries be based upon the 
conditions found. 

In states where all is well and where time has 
developed good official health machinery and good 
health conditions, general knowledge of the fact 
will tend to prevent interruption of the excellent 
work, and will be a source of satisfaction to the 
women of the state. 

In those states where there is much yet to be 
done, this investigation will indicate what sort of 
work needs doing first. For example: 


(a) In those states which are not in the Birth 
Registration Area, the Auxiliaries would, 
without doubt, wish to tackle, as their first 
job, the ninety per cent. birth registration 


problem. 

In those states in which the state health 
department believes the “County Health 
Unit” to be the solution of the rural health 
problem, the county auxiliaries should be 
encouraged to take as their chief work such 
persistent and widespread education of the 
public as will gradually create a general 


(b) 
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demand for the full-time county health de- The advantage to the public of general com- 
partment. pliance with health regulations. 
{c) In those states where the rural health work The periodic health examination. 


is directly done “long distance” by the state 

health department, the county auxiliaries, if 

willing to work, and work under the direc- 

tions of the state health department, can 

carry on intensive local health education 

work which would be impossible for the 

state department without intelligent local 
co-6peration. 

To those auxiliaries which agree with these ideas 

the committee recommends the following outline of 


study: 
(1) Vital Statistics. Their value. 
Compare the vital statistics of the state 
with those of other states. 
Compare the vital statistics of the different 
counties of the state. 
Compare the vital statistics of the cities 
with other cities in the state, and in the 
United States. 
(2) The State Health Department; its organiza- 
tion; and program: 
(a) For general state work. 
(b) For co-éperating with the counties in im- 
proving county health conditions. 
(3) The value of the Public Health Nurse. 
(4) The County Health Unit as a possible solu 


tion of the rural health problem. 


Community-vide Conditions Which Affect Health 


(5) Milk: 
Milk standards, why necessary, what milk 
standards your community needs. How are 
these needs being met? 

(6) Housing: 
Your community housing laws. 
Housing conditions as they have developed 
under these laws and as they affect health. 
Improvements needed. 

(7) General Sanitation and its relation to the 


death and morbidity rates. 
Sewage disposal. 

Water. 

Garbage. 

Flies. 

Dust and street cleaning, etc. 


Il. PERSONAL HYGIENE 

The improvement of personal hygiene in any com- 
munity is almost entirely a matter of education. 
Here again the Auxiliary members must first -edu- 
cate themselves before they can take a safe part 
in educating the public. The committee therefore 
recommends that the Auxiliary study programs shall 
include such subjects as: 


Health Promotion: 


Prenatal care. 

Child Welfare—infant and pre-school hygiene. 
School hygiene. 
Mental hygiene. 
Social hygiene. 





Control of communicable diseases. 

The entire program should close with a survey of 
all the private agencies doing health work in the 
community, and a discussion of the possibility and 
desirability of centering the direction of all such 
work in a full-time, scientific health department, un- 
der which the private agencies, while still maintain- 
ing their identity, would work in complete co-dpera- 
tion. 





FIRST INTERNATIONAL CONGRESS ON 
MENTAL HYGIENE 


PEOPLES OF 'THE WORLD INVITED 

The Committee on Organization of the First Inter. 
national Congress on Mental Hygiene, acting as the 
representative of national mental hygiene societies 
and related organizations throughout the world, an- 
nounces a world meeting on mental hygiene to be 
held at Washington, D. C., United States of America, 
from May 5th to 10th, inclusive, 1930. The Com- 
mittee invites the attendance and participation of 
all governments, organizations and individuals who 
are interested in better mental health for all people. 


ASSOCIATED MEETINGS 

The American Psychiatric Association and the 
American Association for the Study of the Feeble- 
minded will hold their 1930 annual meetings in con- 
junction with the First International Congress. It 
can safely be predicted that the conjoint meetings of 
these two Associations with the International Con- 
gress will bring together during Congress week, to 
greet their co-workers from other lands, the largest 
and most significant assemblage of American psychi- 
atrists in the history of the mental hygiene move- 
ment. 

Both of the Associations are participating in every 
phase of Congress activity. The programs of the 
Congress sessions, and of the two Associations, are 
being worked out in close co-6peration. Both of the 
Associations are represented on the Committee on 
Program as well as on committees responsible for the 
organization of the Congress. 


PURPOSES OF THE CONGRESS 
The principal purposes of the Congress are: 

1. To bring together from all countries, at this 
First International Congress, workers in men- 
tal hygiene and related fields, for exchange of 
information and experience and for mutual 
consideration of individual and social prob- 
lems growing out of nervous and mental dis- 
ease, mental defect and mental and emotional 
maladjustments of the individual to his per- 
sonal and social environment. 

.2. To consider ways and means of world co-dper- 
ation and of more effective promotion of men- 
tal hygiene within the various countries. 

3. Through a program planned for the purpose, 
to endeavor to correlate the special knowledge 
and experience of psychiatrist, psychologist, 
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psychiatric social worker, occupational thera- 
pist, public administrator, educator, sociolo- 
gist and those of related professions, in de- 
termining how best to care for and treat the 
mentally sick, to prevent mental illness and 
to conserve mental health. 


4. Through discussion and conference, to en- 
deavor to arrive at common agreements con- 
cerning sound mental hygiene objectives for 
the organized movement. 

5. Through news and comment resulting from 
the Congress, to arouse greater world inter- 
est in mental hygiene, and secure greater ac- 
ceptance of the idea that mental disease can, 
in large measure, be prevented, and that 
greatly increased governmental and philan- 
thropic expenditures for mental health will 
find justification in lives saved for productive 
activity and will be good public policy. 


ATTENDANCE OPEN TO ALL SERIOUSLY INTERESTED 

Attendance is not limited to members of particular 
organizations or representatives of special profes- 
sional groups. All who have a serious interest in 


mental hygiene will be welcome. 


The Congress program will be developed: 

1. Through three concurrent sessions on each of 
five mornings, at which subjects of major im- 
portance will be presented and discussed; 

2. Through evening meetings devoted to ad- 
dresses of general interest, to be made by out- 
standing leaders in their fields; 

3. Through informal meetings of those who have 
a mutual interest in specific phases of mental 
hygiene; 

4. Through working committees on special as- 
pects of the mental hygiene program, whose 
reports will be presented to the Congress for 
official action. 


REDUCED RAILROAD AND STEAMSHIP RATES 
Railroad Rates in United States and Canada: All 
the railroad companies of the United States and 
Canada offer reduced rates for the round trip, to all 
who travel by rail to attend the First International 
Congress, of one and one-half times the single fare. 


Correspondence should be addressed to the Admin- 
istrative Office, 370 Seventh Ave., New York, N. Y. 
John R. Shillady, Administrative Secretary; Win- 
throp D. Lane, Staff Associate. 





PUBLIC INTERESTED IN PSITTACOSIS 


The newspapers of the country have been carrying 
reports of the incidence and progress of psittacosis 
in this country. 

This is commendable and shows the interest of 
the press in matters of disease and health. As com- 
pared with very many other medical problems this 
disease is not of major importance because of rela- 
tive infrequency. Up to the date of this writing less 
than a dozen deaths have been reported, but even so 
it is of definite interest because there is a demand 
tor parrots and like other animal borne diseases 





prevention is obvious. According to reports the dis- 
ease is not communicated from man to man and it 
will be no great sacrifice if the offending bird be- 
comes more unpopular. 

The United States Public Health Service in giving 
the disease careful study and the publicity already 
given will probably eliminate the likelihood of any 
general spread of the disease. 
aegis 


RECENT DEATHS 








HOLLAND—Dr. Hunert THomMAsS HOLLAND, a prac- 
titioner of Jamaica Plain, died at his home there, 
January 16, 1930 after an illness of several months. 
Born in Jamaica Plain in 1865 he attended the 
Lowell School and Boston Latin School. He was 
graduated M.D., at Harvard Medical School in 1896, 
settled in practice in his native city and joined the 
Massachusetts Medical Society in 1897. There he 
had practised his profession until incapacitated by 
illness except for service as captain in the medical 
corps of the Army during the World War, being 
stationed at the hospital at Fort Banks. 


For many years Dr. Holland was a councilor of 
the Massachusetts Medical Society from the Nor- 
folk District. He is survived by his widow, Mrs. 
Katherine Devlin Holland, and by one son and a 
brother. 





HIXON—Dr. Epwin Corrax Hixon, of Brookline, 
died suddenly of heart disease at the Boston Arena, 
January 9, 1930, at the age of 61. 


The son of John Brown and Margaret Brown Hixon 
he was born at Armiesburg, Indiana, Dec. 4, 1868. 
He was prepared for college at Phillips-Andover 
Academy-and was in Harvard College from 1890 to 
1892, leaving to enter Harvard Medical School where 
he received his M.D. in 1897. He settled in practice 
in Cambridge and married Ada Rutherford Townsend 
April 26, 1898. In 1900 he joined the Massachusetts 
Mediéal Society, moving to Boston in 1907 and to 
Brookline, with a Boston office in 1914. For some 
years he devoted his attention largely to genito- 
urinary diseases. Dr. Hixon was a Fellow of the 
American Medical Association and a Mason. His 
widow and an adopted niece, daughter of a deceased 
younger brother, survive him. 

online asl ibaa 


OBITUARY 


RESOLUTIONS ON THE DEATH OF 
DR. VINCENT Y. BOWDITCH 


Dr. Vincent Y. Bowditch, who died at his home in 
Boston on December 20, 1929, had been a warm friend 
of the Cambridge Tuberculosis Association from the 
time of its organization. A pioneer in tuberculosis 
work, his ever ready guiding hand was of great as- 
sistance and encouragement to the Association in its 
early days.- It was due to his interest and generosity 
that the Society has been able to send Cambridge 
children to Sharon Sanatorium at a nominal rate for 
several years. 

The Association herewith records 





its tribute of 
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love and respect to the memory of Dr. Bowditch, and 
its gratitude for the inspiration of his fine idealism 
which all have felt who have been privileged to know 
and work with him. 


_— 
a 


NEWS ITEMS 


DR. STEARNS SPEAKER AT BOSTON UNI- 
VERSITY—Dr. A. Warren Stearns, dean of Tufts 
Medical School and commissioner of correction for 
Massachusetts, was special lecturer at the Boston 
University School of Education on the evening of 
January 13. His topic was “Crime and Punishment.” 











DR. ALBERT LORENZ VISITS NEW YORK 
CITY.—Dr. Lorenz is again in this country where he 
has on several occasions demonstrated his methods 
of so-called bloodless surgery. Although over eighty 
years of age he is still interested in surgery and in 
addition to visiting his son will inspect the modern 
hospitals of America. 





GIFT TO FLOATING HOSPITAL.—A gift of $200,- 
000 by the Jackson Trust to the Boston Floating Hos- 
pital for the erection of a new hospital building, to be 
built as part of the newly formed New England Med- 
ical Center, has been announced by the Old Colony 
Trust Co., trustee of the Jackson Trust, according to 
The Boston Traveler. 

The gift comes from a trust created by Paul Wilde 
Jackson with funds from the estate of his brother, 
Henry Clay Jackson, Boston merchant and banker, 
and makes possible the construction of the Floating 
Hospital’s new building as one of the units in the 
proposed $1,500,000 New England Medical Center, in 
which the Floating Hospital will be affiliated with the 
Boston Dispensary and the Tufts College Medical 
school. 

OO 


REPORTS AND NOTICES OF 
MEETINGS 


NEW ENGLAND PEDIATRIC SOCIETY 


At the annual meeting of the New England 
Pediatric Society, held at the Boston Medical Li- 
brary, Friday evening, January 10, 1930, the follow- 
ing officers were elected for the coming year: 

President, Dr. Grover F. Powers, New Haven, Con- 
necticut. 

Vice President, Dr. Bronson Crothers, Boston, 
Massachusetts. 

Secretary-Treasurer, Dr. Gerald Hoeffel, Boston, 
Massachusetts. 

Member of Counsel, Dr. Edwin T. Wyman, Boston, 
Massachusetts. 

Dr. Eugene C. Peck of New London demonstrated 
a simple and inexpensive carbon are lamp, and Dr. 
George D. Cutler of Boston presented a paper on 
the differential diagnosis of appendicitis in children. 








GREATER BOSTON MEDICAL SOCIETY 
A meeting of the Greater Boston Medical Society 


. was ‘held on Tuesday, January 7, 1930, at the Beth 
Israel Hospital. 





Dr. B. M. Fried delivered a paper on “Primary 
Cancer of the Lungs”. The paper was discussed by 
Dr. M. J. Schlesinger from its pathological aspect, 
and Dr. Harry F. Friedman from its roentgenological 
aspect. A discussion from the floor followed. A 
paper was also read by Dr. Abraham Colmes on the 
European Anaphylaxis Clinics. 

The next meeting of the Society will be held at 
the Beth Israel Hospital, February 4. 


L. Sitver, Secretary. 





HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society 
will be held in the Amphitheatre of the Peter Bent 
Brigham Hospital at 8:15 on the evening of Tuesday, 
January 28. 


PROGRAM 


Presentation of cases. 

Paper: The Hypothalamus and its Relation to the 
Sympathetic Nervous System. Dr. John Beattie, As- 
sistant Professor of Anatomy, McGill University. 

WILLIAM P. Murpuy, M.D., 
Secretary. 





THE NORFOLK DISTRICT MEDICAL SOCIETY 


The regular meeting of the Society will be held 
in the Roxbury Masonic Temple, January 27, 1930, at 
8:15 P. M. Telephone: Garrison 9492. 

Business. 

Communication: 

Recent Advances in Diagnosis and Treatment of 
Syphilis, Dr. C. Morton Smith. 

Discussion: Dr. Austin W. Cheever. 

Collation. 

FRANK S. CRUICKSHANK, M.D., Secretary. 
47 Bay State Road, Boston. 





HARVARD MEDICAL SCHOOL 


LECTURES ON “THE CARE OF THE PATIENT” 


Amphitheater C at 5 P. M. as follows: 

Wednesday, February 12—Dr. James D. Heard, 
Professor of Medicine, University of Pittsburgh, 
School of Medicine. 

Wednesday, February 19—Dr. Daniel Fiske Jones, 
Associate in Surgery, Harvard Medical School. 

Dr. George W. Gay Lecture on Medical Ethics. 

Wednesday, February 26—Dr. Samuel B. Wood- 
ward, Ex-President, Massachusetts Medical Society. 





MASSACHUSETTS CENTRAL HEALTH COUNCIL 


Dr. Harry E. Barnard, Director of the White 
House Conference on Child Health and Protection, 
will be the speaker at the meeting of the Massachu- 
setts Central Health Council to be held at the Twen- 
tieth Century Club, 3 Joy Street, Boston, Friday, Jan- 
uary 31, 1930, at 3:30 p. m. 

Social Workers—Health Workers and others inter- 
ested are cordially invited to attend. No tickets re- 
quired. Further information may be had from 
Frank Kiernan, Secretary, 1149 Little Building. Tel- 
ephone Hancock 5480. 
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MASSACHUSETTS MEMORIAL HOSPITALS 


The regular monthly meeting of the Staff of the 
Massachusetts Memorial Hospitals will be held in the 
Evans Memorial on Friday, January 31st, at 8 P. M. 


PROGRAM 
1. Dr. S. C. Fuller—Presentation of a Case. 
2. Dr. George R. Minot—‘The intravenous admin- 
_istration of Liver Extract in Pernicious Anemia; 
with comments on the value of iron in the treat- 
ment of anemia.” 
Discussion by Dr. Helmuth Ulrich and Dr. Robert 
B. Barton. 
3. Dr. William D. Reid—“Coronary Thrombosis.” 
4. Dr. A. W. Rowe—“An Endocrine Factor in Hu- 
man Fertility.” 
Physicians, Medical Students and Nurses cordially 


invited. 
SAMUEL N. VosE, M.D., Secretary. 





COMBINED MEETING OF THE BOSTON MEDICAL 
LIBRARY AND THE SUFFOLK DISTRICT MED- 
ICAL SOCIETY 


John Ware Hall, Boston Medical Library, Wednes- 
day, January 29, at 8:15 P. M. 


SYMPOSIUM ON NURSING 


The Present Situation and Its Difficulties, Dr. May 
Ayres Burgess. 

Short Talks: 

Public Health Nursing, Dr. Stephen Rushmore. 

The Hospital as a Means of Educating the Nurse, 
Dr. Joseph B. Howland. 

The Nurse in the Home, Mrs. Robert L. DeNor- 
mandie. 

General Discussion. 

Hivsert F. Day, M.D., Chairman. 





RADIOLOGICAL CONFERENCE 


By invitation of the New England Roentgen Ray 
Society at the Mid-Winter Meeting, Boston, Mass., to 
the New York Roentgen Society, the Philadelphia 
Roentgen Ray Society, the Radiologists of Washing- 
ton, D. C., the Radiologists of Baltimore, Md., Bos- 
ton, Mass., January 24-25, 1930. 

President—Dr. J. H. Lambert. 

Secretary—Dr. T. R. Healy. 

General Committee—Dr. D. R. Brown, Philadel- 
phia; Dr. A. C. Christie, Washington; Dr. G. Ww. 
Holmes, Boston; Dr. L. Jaches, New York; Dr. C. A. 
Waters, Baltimore. 

Local Committee—Dr. G. W. Holmes, Chairman; 
Dr. T. R. Healy, Secretary; Dr. Paul Butler, Dr. M. 
C. Sosman, Dr. L. B. Morrison, Dr. Ralph Leonard. 

Entertainment Committee—Dr. M. C. Sosman, 
Chairman. 

Transportation Committee—Dr. Albert M. Ma- 
loney, Chairman. 

FRIDAY MORNING 


8:30 A. M.—Registration—Hotel Statler. 


Boston City Hospital 
9:30 A. M. to 12 Noon, Thorndike Amphitheatre. 
Dr. P. F. Butler, Roentgenologist, will present the 
following program: 





9:30 A. M. 


Small Bowel Pathology, Dr. Max Ritvo, 9:50 A. M. 

Yeast Infection of the Lungs, Dr. T. R. Healy, 
10:10 A. M. 

Pediatric Conditions, Dr. M. J. English, 10:30 A. M. 

Treatment of Breast Carcinoma, Dr. F. W. O’Brien, 
10:50 A. M. 

Osteomyelitis of Frontal Bone, Dr. Donald Munro, 
11:10 A. M. 

X-ray as an Aid to the Medical Examiner, Dr. T. 
J. Leary, 11:30 A. M. 

Prognosis of Malignancy of the Lymph Nodes, Dr. 
Henry Jackson, Jr., 11:50 A. M. 

X-ray Observations on the Healing of Gastric 
Ulcer, Dr. Franklin White. 

Fifteen (15) minutes will be allowed for the pres- 
entation of each paper and five (5) minutes for 
questions. 

Luncheon will be served through the courtesy of 
the Trustees. 


FRIDAY AFTERNOON 


Bus from Boston City Hospital to Peter Bent 
Brigham Hospital. 


Peter Bent Brigham Hospital 

Dr. Merrill C. Sosman, Roentgenologist, will pre- 
sent the following program: 

2:15 P. M—The Diagnosis of Healed Duodenal 
Ulcer, Dr. Emery, Peter Bent Brigham Hospital. 

2:45 P. M.—Uterotubograms, Dr. Robins, Beth 
Israel Hospital. 

3:15 P. M.—Encephalograms in Fixed Lesion of 
the Central Nervous System in Children, Dr. Croth- 
ers and Dr. Vogt, Children’s Hospital. 

3:45 P. M.—The Chiasmal Syndrome with a Nor- 
mal Sella, Dr. Cushing, Peter Bent Brigham Hos- 
pital. 

4:30 P. M.—xX-ray Conference, Dr. 
Associates. 

Twenty (20) minutes will be allowed for the pres- 
entation of each paper and ten (10) minutes for 
questions. 


Sosman and 


Fripay EVENING 


7:30 P. M.—Subscription Dinner—Hotel Statler. 
(Get dinner tickets when you register.) 


Speakers 
Dr. A. B. Moore, Rochester, Minn., President-elect 
of the American Roentgen Ray Society. 
Dr. Alexander S. Begg, Dean of Boston University 
Medical School. 
Dr. G. H. Bigelow, Chairman, State Department 
of Health. 


SATURDAY MoRNING 


9:00 A. M.—Bus from Hotel Statler to the Massa- 
chusetts General Hospital. 


Massachusetts General Hospital 
Meeting to be held in the lower Amphitheatre, 
Out-Patient Department. 
Dr. George W. Holmes, Roentgenologist, will pre- 
sent the following program: 
9:30 A. M.—Urography with the Aid of the Intra- 








202 EDITORIAL 








DEPARTMENT N. E. J. of M. 
January 23, 1930 





venous Injection of Uroselektan (Swick Method), 


Dr. M. Swick, Dr. L. Jaches. 

9:50 A. M.—Treatment of Tumors of the Prostate, 
Dr. George G. Smith. 

10:10 A. M.—The Correction of Deformity 
ing Compression Fracture of the Vertebral Bones, 
Dr. William A. Rogers. 

10:30 A. M.-—Observations on 
Frederick T. Lord. 

10:50 A. M. 
Oesophagus and Larynx, Dr. 
Millan. 

11:10 A. M.—-Non-malignant Obstruction of the 
Lower end of the Oesophagus, Dr. Harris P. Mosher. 

11:30 A. M.—Factors Governing Calcium Me- 
tebolism in the Bone, Dr. Fuller Albright. 

750 A. M. 
Simmons. 

12:10 A. M.——Radiation Treatment of 

Pectoris, Dr. Marey L. Sussman. 


follow- 


Atelectasis, Dr. 


Lesions of the Upper third of the 
Alexander S. Mac- 


Tumors of the Jaw, Dr. Channing C. 


Angina 
Fifteen (15) minutes will be allowed for the pres- 
entation of each paper and five (5) minutes for 
questions. 
Luncheon will be served at 1:00 P. M. in the Main 
Hospital through the courtesy of the Trustees. 
Entertainment will be provided for all visiting 
ladies. 


ti 
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SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 


1929-1930—Massachusetts Dietetic Association. Com- 
plete schedule appears on page 852, issue of October 24. 

January 24-25—Radiological Conference. Complete no- 
tice appears on page 201. 

January 25—Clinic at the Boston City Hospital. De- 
tailed notice appears on page 149, issue of January 16. 

January 28—Harvard Medical Society. Detailed notice 
appears on page 200. 

January 29—Combined meeting of the Boston Medical 
Library and the Suffolk District Medical Society. Com- 
plete notice appears on page 201. 

January 30—The Clinical Conference of the New Eng- 
land Hospital for Women and Children. Complete notice 
appears on page 148, issue of January 16. 

January 31—Massachusetts Memorial Hospitals. Com- 
plete notice appears on page 201. 

January 31—Massachusetts Central Health Council. 
Complete notice appears on page 200. 

February 3—American Heart Association. Complete 
notice appears on page 1181, issue of December 5. 

February 10-14—American College of Physicians. Com- 
plete notice appears on page 853, issue of October 24. 

February 12 and 19—Harvard Medical School (Lec- 
tures). Detailed notice appears on page 200. 

March-October — International Medical Postgraduate 
Courses in Berlin. Complete notice appears on page 853, 
issue of October 24. 

April 14-18—The New England Public Health Institute. 
Complete notice appears on page 55, issue of January 2. 

May 2—Annual Meeting of the American Society of 
Stomatologists. Detailed notice appears on page 92, issue 
of January 

May 5-10—First International Congress on Mental Hy- 
giene. Detailed notice appears on page 93, issue of Janu- 
ary 9. 

September 4-8—Fifth International Congress on Physio- 
therapy. Complete notice appears on page 906, issue of 
October 31. 

October 27—The American Public Health Association. 
Detailed notice appears on page 1271, issue of Decem- 
ber 19. 


DISTRICT MEDICAL SOCIETIES 


Berkshire District Medical Society 


January 30—Complete notice for this meeting appears 
on page 148, issue of January 16. 


Essex North District Medical Society 


_May 1—Thursday—Censors’ meeting at Hotel Bartlett, 
%o Main Street, Haverhill, (Telephone 3430) at 2 P. M. 
sharp. Candidates should present their diplomas to the 
Secretary one week in advance. 
May 7—Wednesday—Annual Meeting. 
J. FORREST BURNHAM, Secretary. 


Essex South District Medical Society 


Wednesday, February 5, 1930—Council Meeting, Bos- 
ton. 

Wednesday, February 12, 1930—Danvers State Hospital, 
Hathorne. Clinic 5 P. M Dinner 7 P. M. Speakers: 
Dr. Winfred Overholser. Subject: ‘Criminology and 
Psychiatry.”’ Mr. Clark, District Attorney for Essex 
County, who will speak on the legal aspect. 

Wednesday, March 5, 1930—Lynn Hospital. 
P. M. Dinner 7 P. M. Speaker: Dr. R. S. Titus, Boston. 
Subject: ‘“‘Some Aspects of Caesarean Section,’’ illustrated 
with Moving Pictures. General Discussion from the floor. 

Wednesday, April 2, 1930—Hotel Hawthorne, Salem. 
Dinner at 7 P. M. Speaker: Dr. Timothy Leary, Boston. 
Subject: “Diagnostic and Therapeutic Pitfalls in Intra- 
cranial Pyogenic Infections.’ 

Thursday, May 1, 1930—Censors meet for Examination 
of Candidates at Salem Hospital at 3:30 P. M. 

Tuesday, May 13, 1930—Annual Meeting. The Tavern, 
Gloucester. Speaker: Dr. C. Matfie Campbell, Director 
of Boston Psychopathic Hospital. Subject to be an- 
nounced later. Ladies invited. Dancing. 


R. E. STONE, M.D., Secretary. 


Clinie 5 


Franklin District Medical Society 
The meetings of the Franklin District Medical Society 
will be held at the Weldon Hotel, Greenfield, Mass., on 
the second Tuesdays of March and May, at 11 A. M. 
CHARLES MOLINE, Secretary. 


Hampshire District Medical Society 
Meetings of Hampshire District will occur at 11 A. M. 
the second Wednesdays of February and April and will 
be held at the Dickinson Hospital, Northampton. ‘The 
annual meeting will be held in May. 
LUTHER O. WHITMAN, M.D., Secretary. 


Middlesex East District Medical Society 
March 12—At Melrose. 
May 13—At Unicorn Country Club, Stoneham. 
ALLAN R. CUNNINGHAM, Secretary. 


Middlesex South District Medical Society 


April 16, 1930—Annual Meeting. Commander Hotel, 
Cambridge. Program to be announced. 
May, 1930—Censors’ meeting. 
ALEXANDER A. LEVI, Secretary. 


Norfolk District Medical Society 


January 27, 1930—Roxbury Masonic Temple. 
notice appears on page 200. 

February 24, 1930—Roxbury Masonic Temple, 8:00. Dr 
Kdwin H. Place has been invited to read a paper and has 
been given carte blanche in the selection of his subject. 

March 24, 1930—Roxbury Masonic Temple. Dr. Burton 
kX. Hamilton. Subject to be announced. 

May 6, 1930—Annual Meeting. Program to be an- 
nounced. 

The Censors meet for the examination of candidates, 
May 1, 1930, in the Roxbury Masonic Temple, 171 Warren 
-Street, Roxbury, at 4:00 P. M. 

Applications must be in the hands of the Secretary 
at least one week previous to date of examination. 

Owing to inability to engage the Roxbury Masonic 
Apartments on the last Tuesday of the month, such 
meetings as will be held in the Roxbury Temple will be 
held Monday evenings as per the dates above. 


FRANK S. CRUICKSHANK, 
Secretary, Norfolk District Medical Society. 


Complete 


Plymouth District Medical Society 


March 20, 1930—Moore Hospital, Brockton. 
to be announced later. 

April 17, 1930—Annual Meeting, Commercial Club, 
Brockton, 7 P. M. Election of officers. Annual oration, 
Dr. Frederick F. Weiner, ‘‘The Management of Prostatic 
Diseases,’’ with moving pictures. 

G. A. MOORE, M.D., Secretary. 


Speakers 


Suffolk District Medical Society 


January 29—Combined meeting of the Boston Medical 
Library and the Suffolk District Medical Society. Com- 





plete notice appears on page 201. 
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